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Agency

Department of Health and Human Services
(DHHS), Substance Abuse and Mentd Health
Services Administration, Center for Mental
Hedth Services.

Action and Purpose

The Substance Abuse and Mentd Health
Services Administration’s (SAMHSA) Center
for Mental Health Services (CMHS)
announces the avail ability of fiscal year 2002
funds for programs to divert individual s with
mental illness from the crimind justice system
to mentd hedth treatment and appropriate
support services. These grants or cooperative
agreements are made as part of the
SAMHSA/CMHS Targeted Capecity
Expansion (TCE) program. The title of this
TCE program isJail Diversion Programs.

This GFA on Jail Diversion, based on the
Public Health Service Act, section 520G, is
coordinated with the Department of Justice’s
solicitation “Mental Health Court Grants
Program,” authorized in P.L. 106-515, Part
V, Section2201.

It is the intention of both agenciesto
collaborate on both the implementation and
andysis of these two programs. The overall
goadl of this collaborationisto improve policy
and practice for addressing the needs of
persons with amental illness or co-occurring
disorder who become involved with the
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criminal justice system.

To this end, each agency will fund programs
that do not overl ap by type of diversion model
implemented. SAMHSA will fund diversion
programs for pre- and postbooking diversion
that do not involve continuous judicial
supervision for treatment and case disposition.
In contrast, the Department of Justice will fund
Mental Health Courts tha will be limited to
model s where continuous judicial supervision
is akey design component.

For the SAMHSA, CMHS Jail Diversion
Program, it is estimated that $4.0 million will
be available to support two types of awards:

(1) Capacity Expansion Site Awards

Approximately $3 million will be availablein
fiscal year (FY) 2002 for up to 10 grantsto
support programs tha divert persons with
mental illness from the crimind justice system
to community mental heath and supportive
services (submission date: June 19, 2002).
Additiona funds are expected to be available
inthe FY 2003 budget to fund a second group
of Capacity Expansion Sites (submission date:
September 10, 2002). Each Capecity
Expansion Siteis eligible to receive funding for
up to 3 years.

Annud awards will be made subject to
continued avail ability of funds and progress
achieved by awardees. Given the importance
of reserving resources for those programs that
are most likely to be able to document
program outcomes by the end of Year 3,



careful review of products delivered will be
completed by the Government Project Officer
(GPO) attheendof Years1 and 2. Only
those programs that have completed all
required products to the satisfaction of
SAMHSA/CMHS program staff at the end of
Years 1 and 2 will be renewed for Years 2

and 3.

Awards of no more than $300,000 in total
costs (direct and indirect) will be awarded per
grant per year. In addition, applicants must
provide a non-federal share of 25% (i.e.,
$100,000 out of a$400,000 project; $75,000
out of a$300,000 project, etc.). The
applicant non-federal share may be made in
cash or in kind farly evauated, including
planned purchase or use of equipment or
implementation of required services for clients
in the diversion program.

Specifically, diversion programs should
address the foll owing objectives (see Program
Overview for more detail):

¢ Expansion of local services through
implementati on of required interventions, as
specified in section 520G of the Public
Health Service Act (2002).

¢ Service linkage anong mental health,
substance abuse, and criminal justice
systems to coordinate assessment and
treatment of persons withamenta illness
and dua disorders who are diverted from
the criminal justice system.

¢ Community outreach to ensure that
services are accessibl e to the target
population and that the community accepts
use of the services as beneficial.

¢ Program evaluation to confirm results
and provide program feedback that will
serve to enhance the efficiency and
effectiveness of further service expansion
efforts.

(2) Technical Assistance and Policy
Analysis (TAPA) Center Award

One award of no more than $1 millionin total
costs (direct and indirect) will be awarded
during FY 2002 (submission date: June 19,
2002). This grant may be renewed for up to 4
years. Annual continuation awards will be
made subj ect to continued avail ability of funds
and progress achieved by the TAPA Center
grantee.

The primary focus of the TAPA Center isto
address the technical assistance and policy
devel opment needs of menta health
stakeholders and to assist in serving other
potential stakeholders.

As part of afederal priority to strengthen the
coordination between the mental health and
criminal justice systems in addressing the
needs of personswithamentd illness,
SAMHSA'’s Center for Mentd Health
Services (CMHS) and the Department of
Justice’s (DOJ) Bureau of Justice Assistance
have agreed to coordinate their Jail Diversion
and Menta Hedth Court Grant Programs so
that expertise in the areas of mental health and
criminal justice may be shared.

As part of this collaboration, the TAPA
Center will invest 25% of its technical
assistance resources to providing technica
assistance to DOJ Mentd Headth Court
grantees and constituents. Conversely, DOJ



will mandate that 25% of their Technical
Assistance Center(s) budget will be devoted
to providing technical assistance to the
Capacity Expansion Site grantees, other
mental health grantees, and constituents.

More specifically, the TAPA Center will:
(1) Aid Capacity Expansion Site grantees to

develop acommon framework for
conceptualizing jail diversion programs such
that common components can be identified,
common technical assistance needs can be
addressed, common evaluation variables can
be collected, and lessons | earned can be
synthesized.

(2) Meet with DOJ s Technical Assistance
Center(s) to develop ajoint agendafor
addressing the technica assistance and policy
analysis needs of grantees and other
communities interested in adopting ajail
diversion program. This collaboration should
include the devel opment of acommon

phil osophy, determination for delegating

different types of technica assistance requests,

an agreed-upon list of potentid consultants to
be used, and alisting of costs to be subsumed
under the 25 percent of each Technical
Assistance Center budget to be dedicated to
joint agency activities.

(3) Provide an appropriate array of technical
assistance techniques and technology to
enhance the capacity of grantees and potentia
grantees to address problems that they
encounter, to enrich their resources, and to
plan for future growth and sustenance.

(4) Develop alist of current and potential
users of technical assistance and policy

analysis focused on jail diversion among
various stakeholders and settings. Develop
approaches that will engage current and
potential stakeholders in the planning and
implementation of jail diversion programs.
Eval uate the outcome of these knowl edge use
efforts.

(5) Provide aconceptua framework for al
grantees and potential users through the
development of an analytic guide that serves
to coordinate site-specific evaluationsin a
manner that addresses common themes and
selected outcomes to be included in

evd uations.

(6) Provide guidelines for translating
information gained through implementation of
jail diversion programsinto toolsfor policy
andysis and policy development.

(7) Continue database development for an
inclusive set of three projects that CMHS has
supported on jal diversion: (1) Jail Diversion
Knowledge Development and Application
(1997-2001); (2) Round One Targeted
Capacity Expansion awards for adult jall
diversion (2001-2002); (3) and the Capecity
Expansion Site awards covered in this GFA.
The database for each project will be put into
archivd form, accompanied by auser’s guide
as apublic resource for further analyses.

(8) Develop criteriafor identifying “best
practices” that are used by site grantees,
synthesize this information with what has been
learned from other projects, and develop a
guide for describing “best practices”from the
funded sites and from the previously CMHS-
funded jall diversionsites.

Who Can Apply?



As specified by the Public Hedth Service Act
520 G, eligibility to apply for Capacity
Expansion Site Awards will be limited to the
chief executive of a State, political subdivisions
of States, Indian tribes, and tribal
organizations, acting through agreements with
other public and nonprofit entities to develop
and implement programs to divert individua's
with amenta illness from the crimind justice
system to community-based services. Thus,
all applications must be signed by the chief
executive of their State, political

subdivision of State, Indian tribe, or tribal
organization.

Eligibility to apply for the TAPA Center
Award includes States, political subdivisions
of States, Indian tribes, and tribal
organizations. In addition, the following
entities are eligible:

« Public or private universities.
« Nonprofit agencies.

Interested parties who do not meet these
criteria, including faith-based organ-izations,
consumer organizations, consumer supporter
organi zations, and organi zations representi ng
people of color, are encouraged to partner
with other agencies that areinvolved in
preparati on of the application.

Additiona requirements for the Capacity
Expansion Site and TAPA Center awards are
listed below.

Capacity Expansion Site

Capacity Expansion Site gpplicants must
contain the following assurances (See
Appendix A of this packet for the

assurance form that must be included in
your application as Appendix 4):

« Community-based mental heath services
will be available for individuals who are
diverted from the crimina justice system.

Services offered in the community will be
based on the “best known practices,”

which reflect current research findings and
include case management, assertive
community treatment, medication
management and access, integrated mental
health and co-occurring substance abuse
treatment, and psychiatric rehabilitation.

Services, as listed in the previous bullet,
will be integrated with social services
including life skills training, housing
placement, vocational training, education
job placement, and health care.

« There will be relevant interagency
collaboration between the appropriae
criminal justice, mental health, and
substance abuse systems.

« The Federal support provided through this
grant award will be used to supplement,
and not supplant, State, local, Indian tribe,
or tribal organization sources of funding
tha would otherwise be available.

TAPA Center

To apply for the TAPA Center award,
applicants must demonstréate at |east 2 years of

experience in providing technical assistance
and policy analysisinjail diversion. Please
attach the following materials to Appendix

5 of your application:



(1) One document that illustrates the types of
materials tha you have distributed to

organi zations, communities, or States for
whom you have provided technical assistance
for jal diversion programs.

(2) One document that illustrates the types of
materials tha you have provided to

organi zations, communities, or States for
policy andysis/policy development initiatives
for planning and implementing jal diversion
programs.

(3) Alist of “best practices” for jail diversion
programs that you have provided technical
assistance to organizations, communities, and
States to adopt. Include eval uation results
from an assessment of the impact of these
activities.

Application Kit

SAMHSA application kits include the two-
part grant announcement (also called the
Guidance for Applicants, or GFA) and the
blank forms (SF 424 and PHS-5161, revised
July 2000) needed to apply for agrant.

The GFA has two parts:
Part | - Provides information specific to
the grant or cooperative agreement. Itis
different for each GFA. This document is
Part 1.

Part Il - Has general policies and
procedures that apply to all SAMHSA
grants.

You will need to use both Part I and

Part II to apply for a SAMHSA grant or
cooperative agreement.

To get a complete application Kit,
including Parts I and I, you can:

« Contact the CMHS Knowledge Exchange
Network (KEN) at:
Voice: 1-800-789-2647
Monday through Friday,
8:30 AM.t05:00 P.M. ET
TDD: 301-443-9006
FAX:301-984-8796
P.O.Box 42490
Washington, D.C. 20015
Website: http://www.mental health.org

or

» Download the application kit from the
SAMHSA web site at
www.SAMHSA.gov. Click on the “grant
opportunities” link. Be sure to download
both parts of the GFA.

Where to Send the
Application

Send the original and two copies of your grant
application to:

SAMHSA Programs

Center for Scientific Review
Nationd Institutes of Health

Suite 1040

6701 Rockledge Drive MSC-7710
Bethesda, MD 20892-7710*

* Change the zip code to 20817 if you use
express mail or courier service.



Please note:

¢ Besuretotype: “ SM 02-010, Jail
Diversion Programs” in Item Number 10
on the face page of the application form.
Applicants can apply under only one
group of grants as described above.

ek et
applying for a Site Award or for the
TAPA Center Award.

¢ If you require aphone number for
delivery, you may use (301) 435-0715.

¢ All applications MUST be sent viaa
recognized commercia or governmental
carrier. Hand-carried applications will not
be accepted.

Application Dates

Your application must be received by

June 19, 2002, to qualify for FY 2002 funding
and by September 10, 2002, to qualify for FY
2003 funding. Applications received after
these dates must have a proof-of-mailing date
fromthe carrier before June 12, 2002, or
September 3, 2002, respectively.

Private metered postmarks are not acceptable
as proof of timely mailing. Late applications
will be returned without review.

Applications for the September 10, 2002,
application date will be funded through FY
2003 funds. It isimportant to note that this
program is being announced prior to the
annual appropriationfor FY 2003 for
SAMHSA programs. Applications are invited
based on the assumption that sufficient funds
will be appropriated for FY 2003 to permit

funding of areasonable number of
applications. However, we cannot guarantee
sufficient funds will be appropriated to permit
SAMHSA to fund any applications.

Questions regarding the status of the
appropriation of funds should be directed to
the Program Contact listed under the “How to
Get Help” section in this announcement.

How to Get Help

For questions on program issues, contact:
Susan Sd asin

Room 11C-22

5600 Fishers Lane

Rockville, MD 20857

(301) 443-3653

E-mail: ssalasin@samhsa.gov

For questions on grants management
issues, contact:

Steve Hudak

Division of Grants M anagement

Substance Abuse and Mental Health
Services Administration

5600 FishersLane 13-103

Rockville, MD 20857

(301) 443-9666

E-mail: shudak@samhsa.gov

Funding Criteria

Funding decisions under this announcement
will be based upon:

(1) The overal strengths and weaknesses of
the application as determined by the Peer
Review Committee and approved by
SAMHSA’'s CMHS Advisory Council.



(2) The equitable distribution among the
geographical regions of the United States and
between urban and rura popul ations.

(3) Availbility of funds.

Post-award
Requirements

All grantees must:

(1) Comply with the GFA requirements and
the Terms and Conditions of Awards.

(2) Provide financia status reports as required
in the Public Health Service Grants Policy
Statement.

(3) Submit an annual report summarizing:
» Project progress.
» Changesin key personnel.
» Problemsincurred and how they were
addressed.
» Alterationsin approaches utilized.
» Actual expenditures for the year.
» Proposed program plans for the next
budget period.
» A proposed budget and budget
justification for the next budget year.
Outcomes from 12-month evaluation.
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(4) Submit afinal report at the end of federd
grant funding summarizing:
» Project findings.
» Lessonslearned.
» Manuds, protocols, or other tools
devel oped as implementati on guides.
» Final results of the process and
outcomes evaluation.
» Plans for sustaining services developed
during the grant period.

(5) In addition, Capacity Expansion Site
grantees must provide the following
information for their site, and the TAPA
Center must provide it in apooled format:
» Data required for the Government
Performance and Results Act
(GPRA; see Appendix B).

(6) Support the travel expenses to
Washington, DC, for a 2%2-day conference.
The TAPA Center will organize this
conference as an opportunity for
representatives from all the Capacity
Expansion Sites to exchange “lessons
learned,” receive targeted technical assistance,
and formulae common themes for evaluation
purposes. Each of the Capacity Expansion
Sites should plan to annually support travel for
three project representatives (the project
director, evaluator, and consumer
representative) for this conference.

Use of Funds

Federal funds can be used to supplement, but
not supplant, State, local, Indian tribe, or tribal
organization sources of funding that would
otherwise be avail able.

Federal funds may be used for any of the
activities required within this grant funding
announcement. Thisincludes, but is not
limited to:

» Convening stakeholders meetings.

» Evauation activities.

» Database management.

» Provision of mental health services and
support.
Staff training.

» ldentification of policy and funding



barriers.

» Publication costs for technical assistance
reports, best practices guides, evaluation
reports, etc.

» Multimediaproject costs, such as videos,

website management, teleconferences, etc.

» Costsfor the support of travel for three
project representaives—the Project
Director, Evaluator, and Consumer
Representative—for an annual meeting of
2% days for dl projects.

» Resources for consumer support for other
forms of participation in the project.

» Consultant fees.

Grants and Cooperative
Agreements

The Capacity Expansion Site funds will be
awarded as grants. The TAPA Center award
will be awarded as a cooperative agreement
because it requires substantial ongoing
participation on the part of the Government
Project Officer (GPO) for this program. The
TAPA Center is expected to work closely
with the GPOs and the sites to ensure the
success of this new program.

Role of the Capacity
Expansion Site Awardees in
This Grant

« Comply with all aspects of the Terms and
Conditions of the grant.

« Consult with the GPO and obtain prior
written approva from the GPO on
significant modifications or adaptations of
the project plan.
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Attend an annual 2%2-day national meeting
of sitesto be held in Washington, DC
(travel expenses for the Program Director,
Evaluaor, and Consumer Representative
must be included in the budget).

Use the technical assistance that will be
provided by SAMHSA/CM HS staff and
the TAPA Center in post-award activities,
including the evaluation activities.

Facilitate and implement the meaningful
participation of consumers and family
members in the planning and
implementation of the project.

Disseminate information about the
activities and evduation findings of the
program through publications,
presentations at conferences, collaboration
with other sites, and other efforts to make
the findings avail able to the field.

Provide SAMHSA and the TAPA Center
with datarequired for the Government
Performance and Results Act (GPRA; see
Appendix V).

Participate in grantee teleconferences to
be cdled by the GPO and/or TAPA
Center representatives on an as-needed
basis.

Comply with direction from SAMHSA
andits partners designated by the GPO
regarding model development, evaluation,
site visits, and acceptance of technical
assistance.

Cooperate with SAMHSA and its
partners designated by the GPO in
responding to requests for information



relevant to the grant.

Role of the TAPA Center
Awardee in This Cooperative
Agreement

Consult with the GPO and obtain prior
approva on significant modificaions or
adaptations of the project plan.

At the outset of the project, engageinjoint
planning with DOJ—funded Technical
Assistance Center(s), who will be working
with DOJ Mental Health Courts grantees.

Plan and coordinate an annual 2%2-day
naiona meeting of Capacity Expansion
Sites to be held in Washington, DC. Note
tha aminimum of three participants will
attend from each Capacity Expansion Site.

Facilitate the meaningful participation of
consumers and/or representatives of the
target population in the planning and
implementation of the TAPA Center
activities. Undertake asystematic
examination of innovative practicesin this
regard. Examples of such practices are:
pre-or post-meeting session for consumers
only, providing for a“consumer voice and
vote” from each site, and mini-training
sessions to translate and familiarize
consumers with project methods.
Recommend to sites those innovati ons that
appear to best suit their programs.

Present the findings across the Capecity
Expansion Sitesin amanner that is
appropriate to various stakeholders. This
may be done through publications,
presentations at conferences, collaboration
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with the program sites, Internet resources,
video, multimediainitiatives, and other
efforts. Provide aresource to continudly
update and review these findings.

Provide technical assistance to Capacity
Expansion Sites for collecting, analyzing,
and reporting datarequired for the
Government Performance and Results Act
(GPRA; see Appendix B). Develop a
format for displaying GPRA datafrom
each site in apooled format that
summarizes overall program
accomplishments in this area

Establish parameters and methods for
collecting and archiving “cleaned”jail
diversion datafrom the three CMHS
projects that have or are inthe

process of collectingdataon jall diversion
models. Develop auser’s guide for
working with the overal| database.

Coordinate and participate in awardee
teleconferences to be called by federa
representatives on an “as-needed” basis.

Cooperate with SAMHSA and its
partners in responding to requests for
information relevant to the cooperative
agreement.

Role of Federal Staff in the
Capacity Expansion Site
Grant and the TAPA Center
Cooperative Agree ment

Provide the federal interpretation on the
provisions of the GFA.

Monitor the overd| progress of the TAPA



Center, with sustai ned attention to the
appropriateness of the joint agenda
developed with the Department of Justice
for cross-agency technical assistance
totaling up to 25 percent of the budget of
each agency’s technica assistance
providers.

« Provide consultation on the design and
implementation of the TAPA Center
products, such as implementation
recommendations, policy development
reports, and eval uation oversight plans.

« Provide guidelines for submission of annual
and final financial and other required
reports.

+ Provide consultation on the development
of tools and other products accruing from
the projects.

« Advise and accompany TAPA Center
staff on site visitsto Capacity Expansion
Sites to monitor the implementation of the
program plans and eva uation activities.

«  Work with the TAPA Center to help set
the agenda for annual national meetings
with the Capacity Expansion Site grantees.

« Collaborate with the TAPA Center in
interpreting the results of the evaluations
and the publications of program findings
and other program products.

Program Overview

The god s of this program areto: (1) support
community-based menta health services for
individuals who have amental illness or aco-

12

occurring disorder who are diverted from the
crimind justice system; (2) assure that jail
diversion programs are based on the best
known practices and reflect current research
findings; (3) form and support interagency
coll aboration between the appropriate criminal
justice, mentd health, and substance abuse
systems; (4) engagein policy analysis and
development activities at alocal level to
promote implementation and sustenance of
diversion activities; and (5) use federal funds
to supplement, and not supplant, State, local,
Indian tribe, or tribal organization sources of
funding that would otherwise be avail able.

Program Objectives for
Capacity Expansion Site
Awards

Under this initiative, Capacity Expansion

Site applicants may plan programs for one or
more points on the criminal justice processing
spectrum (see Appendix C for a schematic
outline of this spectrum). These include the
initial point of police contact, pre-booking,
post-booking, and arraignment. All funded
diversion programs must refer the person to
mental health community-based treatment
providers. After initia referral to amenta
heath care provider, and subsequent to
community-based screening and assessment
by the provider, persons may be referred to
other needed community-based services as
specified inthe section 520G of the Public
Health Service Act, 2002.

A Resource Guide for implementing jal
diversion programsis provided in Appendix I,
entitled “Adults in Contact with the Crimina
Justice System, Co-occurring Disorders and



Jail Diversion Programs.”

« Applicants are required to incor porate
diversion programs with an existing system
of care for those with mental illness. That
is, communities should have a pre-existing
system of care prior to applying.

« Mentad health court diversion programs
will not be funded through this GFA, and
potential grantees interested in receiving
funding for mental health courts are
referred to the Department of Justice
solicitation, “Mental Health Court Grants
Program,” authorized in P.L. 106-515,
Part V, Section 2201.

Applicants must build service capacity using
four activity areas known to yield sustainable
results:

(1) Expand the capacity to implement
evidence-based services. Activitiesthat are
required include:

« Case management.

« Assertive community treatment.

« Medication management and access.

« Integrated mental health and co-occurring
substance abuse treatment.

« Psychiatric rehabilitation.

« Lifeskillstraining.

« Housing placement.

« Vocational training.

« Educationa job placement.

+ Hedthcare.

« Gender-based services for women.

« Traumaspecific services.

Included in this goal is the establishment of

appropriate training for service providersto
implement evidence-based practices. Also
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included in this goal is the expansion of
services to improve access and quality of
treatment to persons in racial/ethnic minority
popul ations, as well as to personsin rural
settings. Further, cultural competence among
program providers should be fostered.

(2) Create service linkages between
individuals and groups that serve the targeted
population (e.g., mental health providers and
criminal justice system personnel). The
building of service networks will ensure that
assessment and/or treatment will take place
within the target service systems or via
linkages to specialty mental health services.
Required activities include:

« Development of partnerships and
coalitions among the mental health,
substance abuse, and criminal justice
systems to ensure greater services
integration.

« Specific linkages among key personnel in
the mental health, criminal justice, and
criminal justice systems who will promote
the changing of environments of institutions
and service systems to foster mental
health.

(3) Undertake community outreach to
communicate to the larger community the
importance of menta heath and the capacity
of awell-executed crimind justice diversion
program to serve persons with amenta illness.
Required activities include:

« Consensus-building among stake-holders
and potential stake-holders for the
adoption of evidence-based jail diversion
services. The goal is to engage
stakeholders and potentid stakeholdersin



the development and implementation of
coordinated services.

« Ensure that services are accessible to the
target population and that the community
accepts the use of the services as
beneficial .

(4) Engage in program evaluation and
dissemination to demonstrate program
outcomes and the quality and compl eteness of

services implementation. In addition, Capecity

Expansion Sites must supply datatha comply
with GPRA requirements for core client
outcome measures (Appendix B). These data
are to be collected at baselineandinyears 1,
2, and 3 of the grant period. At minimum, an
80 percent response rate is expected at each
datacollection point. Funds may be used to
purchase appropriae software and training for
data collection, management, and analysis for
program providers and the TAPA Center.

Another important activity is the dissemination

of program findings.

Program Objectives for
TAPA Center

The role of the TAPA Center isto work with
the Capacity Expansion Site grantees,
grantees from the Department of Justice
Mental Health Court program, and other
interested communities in planning,
implementing, and evaluaing individual jail
diversion programs. Due to the technical
sophistication required to coordinate and
advise Capacity Expansion Sites, the TAPA
Center must demonstrate at | east 2 years of

experience in providing technical assistance

and conducting policy andysisin communities

implementing jall diversion programs.
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The objectives of the TAPA center are as
follows:

(1) Develop aframework for planning and
implementi ng diversion programs in a manner
that | eads to the production of practical
technical assistance technology tha may ad
future users in the field.

(2) Develop plans for reacti ve technical
assistance based on potentid users’ requests,
and proactively identify and consult with those
who may become technical assistance users.

(3) Develop ajoint technical assistance
agendain collaboration with the DOJ-
designated Technical Assistance Center(s).
Up to 25 percent of the overall TAPA Center
budget will be dedicated to serving DOJ
Mental Health Court grantees and
constituencies. The TAPA Center must a so
cooperate with DOJ Technical Assistance
Center(s) in developing their technical
assistance abilities for serving Capecity
Expansion Site grantees and mental hedth
constituents.

(4) Determine which types of knowledge
application methodol ogies should be used to
best serve the Capacity Expansion Sites, and
with the range of other potential users in the
field.

(5) Develop an analytic framework for
conducting meta-analyses of planned
evaluations by each site, and synthesize
information regarding “best practices” and
“lessons |earned.”

(6) Plan and coordinate at | east one annual
meeting for diversion award sites for the
purposes of planning, policy development, and



technical assistance. Develop arole in this
meeting for DOJ-funded Menta Headth Court
Technical Assistance Center(s).

(7) Collaborate with the Capacity Expansion
Sites on policy analysis methodology to be
used in determining necessary local policy
change for i mplementation and sustenance of
diversion programs.

(8) Provide guidelines for translating
information gained through implementation of
jail diversion programs into toolsfor policy
development by potentid users.

(9) Plan and develop an overall archiva
database containing the datafrom the three
CMHS projects that are completed or arein
the process of collecting dataon jail diversion
programs. Develop a guide for users who

want to work with this database for further
analyses.

(10) Develop plans for helping sites collect
GPRA daain amanner that islikely to yield
at least an 80% response rate. Develop a
pooled format for summarizing the GPRA site
datain terms of key variables from overall
program results.

Detailed Information on
What to Include in Your
Application

In order for your application to be complete

and eligible, it must include the following in the

order listed. Check off areas as you complete
them for your application.

1. FACE PAGE
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Use Standard Form 424, whichis part of the
PHS5161-1 (revised July 2000). See
Appendix A in Part Il of the GFA for
instructions. In signing the face page of the
application, you are agreeing that the
information is accurate and complete. Be sure
to specify whether you are applying for a
Capacity Expansion Site Award or aTAPA
Center Award.

2. ABSTRACT

Your total abstract should be no longer than
35lines. Inthefirst five lines or less of your
abstract, write asummary of your project that
can be used in publications, reporting to
Congress, or press releases, if your project is
funded.

3. TABLE OF CONTENTS

Include page numbers for each mgor section
of your application and for each appendix.

4. BUDGET FORM

Use Standard Form 424A, which is part of the
PHS5161-1 (revised July 2000). Fill out
sections B, C, and E of the Standard Form
424A, whichis part of the PHS 5161-1
(revised July 2000). Follow instructionsin
Appendix B of Part Il of the GFA.

5. PROJECT NARRATIVE
AND SUPPORTING
DOCUMENTATION

The Project Narrative describes your

project. It consists of Sections A through E.
These sections may not be longer than 30
pages total. More detailed information about



Sections A through E follows #10 of this
checklist.

» Section A - Need for the Program
» Section B - Implementation Plan

» Section C - Evaluaion Plan, Daa
Collection, and Andysis

» Section D - Dissemination and
Knowledge Use Plan

» Section E - Project Management and
Staffing Plan

Supporting documentation for your
application should be provided in sections F

through I. There are no page limits for these

sections, except for Section G, the
Biographica Sketches/Job Descriptions.

» Section F - References. This section must
contain complete citations, including titles
and al authors, for any literature you cite

in your application.

» Section G - Budget Justification, Existing

Resources, Other Support. You must

provide a narrative justification of the items

included in your proposed budget as well

as a description of existing resources and
other support you expect to receive for the

proposed project.

NOTE: Cagpacity Expansion Site applicants
should include description of how the 25

percent non-federd share of funds will be used

for service expansion.

» Section H - Biographical Sketches and
Job Descriptions

« Include abiographical sketch for the
project director and for other key
positions. Each sketch should be no longer
than two pages. If the person has not
been hired, include aletter of commitment
from him/her with the sketch.

« Include job descriptionsfor key personnel.
They should be no longer than one page.
Sample sketches and job descriptions
are listed in Item 6 in the Program
Narrative section of the PHS 5161-1.

» SectionI - Confidentiality and
SAMHSA Participant Protection
(SPP). The seven areas you heed to
addressin this section are outlined after
the Project Narrative description inthis
document.

6. APPENDICES 1 THROUGH 6

v

Use only the appendices listed below.

» Do not use appendices to extend or
replace any of the sections of the Program
Narrative unless specificaly required in
this GFA (reviewers will not consider
them if you do).

v

Do not use more than 30 pages (plus all
instruments) for the appendices.

Appendix 1: Letters or documentation of
Coordination and Support of target program
and program goals.

Appendix 2: Copy of letter(s) to the Single
State Agencies (SSAs). Please refer to Part
.



Appendix 3: Attach acopy of any informed
consent forms or informationa script that will
be read to individuals who will be included in
any eva uaion component of your grant.
Consent forms should comply with
instructions listed in the Section “Confidential
and SAMHSA parti cipant protection.”

Appendix 4: Applicants for the Capecity
Expansion Site Awards must compl ete the
Assurance form (see Appendix A of this
application), as required by 520G of the
Public Health Legislation. This form must be
signed by the chief executive of a State,
political subdivisions of States, Indian tribes,
and tribal organizations.

Appendix 5: Applicants for the TAPA Center
Award must provide documentation of at |east
2 years of technical assistance and policy
analysis experience (see “Who Can Apply”
Sectionfor detals).

Appendix 6: Provide evidence of the
capability, experience, and commitment of
proposed consultants and subcontractors,
including letters of commitment.

7. ASSURANCES

Non- Construction Programs. Use Standard
form 424B found inPHS 5161-1 (revised July
2000).

8. CERTIFICATIONS
See Part Il of the GFA for instructions.

9. DISCLOSURE OF LOBBYING
ACTIVITIES

Please see Part 11 of the GFA for | obbying
prohibitions.

10. CHECKLIST
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See Appendix C in Part Il of the GFA for
instructions.

Project Narrative
Review Criteria
Instructions

Sections A through E are the required
components of the Project Narrative section
of your application. They describe what you
intend to do with your project. Below you will
find detailed information on how to respond to
sections A through E. Sections A through E
may not be longer than 30 pages total .

Each of these sections has a point value
attached to it.

« Your applicaionwill be reviewed agai nst
the requirements described in sections A
through E.

« A peer review committee will assign a point
val ue to your gpplication based on how well
you address each of these sections.

« The number of points after each main
heading shows the maximum number of
points areview committee may assign to
that category.

« Bullet statements do not have points
assigned to them; they are provided to invite
attention to important areas within the
criterion.



» Reviewers will also be looking for evidence
of cultural competence. SAMHSA
defines cultural competence as a set of
behaviors, skills, attitudes, and poli cies that
promote awareness, acceptance, and
respect for differences among people (see
Appendix H for resources).

Project Narrative
Review Criteria for
Capacity Expansion Site
Awards

Section A: Need for the
Program (15 points)

In this section, applicants should document the
need for ajal diversion targeted capacity
expansion grant by providing adequate
information on the following:

¢ Provide arationae for implementing ajail
diversion program within your community.
Be sure to describe:

» Your community’s existing program
or system of care for addressing the
needs of persons with amental
illness or co-occurring disorder who
become involved with the crimina
justice system.

» Theinability of your community to
fund adiversion program adequately
without federal assistance.

» The unmet needs and service system

gapsin the current system in your
community.
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» The potential adverse consequences
of not implementing ajail diversion
program.

¢ Describe the target population for your
program interms of:

» Sociodemographic characteristics,
including racial/ethnic minority
composition.

» Population size and geographic
distribution.

» Estimated number to be served by
your proposed program.

¢ Describe your organization’s approach to
addressing individuals from diff erent age
groups, sexua orientations, genders, cultural
backgrounds, and | anguages.

Section B: Implementation

Plan
(35 points)

Applicants should describe the jail diversion
tha they will be implementing intheir
communities and provide information
regarding the evidence supporting
implementation of specific components of their
program. Jal diversion programs should
address the three activities that are required in
aTargeted Capacity Expansion Grant: (1)
expand the capacity, (2) create service
linkages, and (3) undertake community
outreach.

(1) Describe how ajail diversion program will
expand the capacity to implement evidence-
based services in your community.




¢ Describe the overall model of the diversion » Describe how your proposed

program you will be implementing using a program will address the needs of
logic model or flow chart for program women through gender-specific
activities (see Appendix C). services (see Appendix E).
¢ Briefly describe the jail diversion program » Describe how your proposed
tha youintend to initiate. Be sure to: program will integrate trauma-
specific interventions (see Appendix

» Describe approachesto jail diversion F).
that have been documented as
appropriate to your target » Provide atimeline for implementation of
population. program services.

» Provide the evidence base and » Provide aplan for continuing the program
rationale for the program that you activities after cessation of grant funds.
propose to implement, including
relevant literature citaions. (2) Describe how ajail diversion program will

create service linkages among individuals
» Describe how the array of required and groups that serve the targeted popul aion

treatment and social services (as (e.g., menta health providers, substance abuse

outlined in the section |abel ed providers, and crimina justice personnel).

“Program Objectives for Capacity

Expansion Site Awards”) will be ¢ Describe how the mentd health care,

integrated into your model. substance abuse treatment, and components
of the criminal justice system will be

» Indicate the likely impact of the integrated:

proposed program on the existing

system. Be sure to include beneficia » Describe any strategic planning

outcomes at both the individual and activities that will take place prior to

system level and any adverse effects integration.

that you may have to address.
» Describe social service partnerships

» Describe how your proposed and types of coalitionsthat will be
program will increase access to fostered.
mental health services to the target
population. » Outline the responsibilities that
different organizationsinvolved in the
» Describe how the proposed program program will take as they collaborate
will address reductions of disparities (e.g., linkages, shared activities, sole
in mental health services among responsibilities, how individualsin
racia/ethnic minorities. each organization will work to

collaborate with other agencies).
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(3) Describe how your organization will
undertake community outreach and crisis
intervention activities to communicate to the
larger community the importance of mental
heath and the capacity of well-executed jal
diversion program.

¢ Describe planned community outreach
activities, such as plans to increase
community awareness of the need for the
program and avail ability of new services.

¢ Describe plans to ensure that services are
accessibl e to the target population:

» Describe how the target population
will beidentified, including eligibility
criteria, screening tools, assessment
measures, and outreach activities.

» Include plans for ensuring cultura
appropriateness of the program,
includi ng measures taken towards
trust-building for ethnic minorities
and participation of culturally
appropriate consumers and family
representatives.

» Describe indetail how consumers
will be included in the implementation
and ongoing activities of your project
(See Appendix G).

Section C: Evaluation Plan,
Data Collection, and Analysis
(15 points)

In this section, applicants should provide a
plan for conducting aprocess and outcomes
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evaluation of the implementation of their
proposed programs and measuring client and
systems level outcomes using data such as
services use and GPRA core client outcome
measures (see Appendix B). A report
describing project outcomesis required for
each year of Federal funding.

¢ Summarize the plan for evaluati ng the
proposed program. Identify outcome
variables.

¢ Provide specific evaluation questionsto be
examined and hypotheses to be tested if

appropriate.

¢ Describe the data collection plan, including:

» Sources of data.
» Datamanagement and quality control.
» Training of records reviewers, as

appropriate.

¢ Discuss how service data and
SAMHSA/CMHS GPRA core client
outcomes (Appendix B) will be used to
measure program outcomes. Examples of
service data can include:

» Services provided.

Clients served.

Who provided services.

Where services were provided.

Plans to measure outcomes in the future
(e.g., longitudinal data).

v

v

v

v

¢ Describe the analytic methodsto be used.



¢ Indicate whether and/or how qualitative
methods will be used.

¢ Describe plans for monitoring and ensuring
the fidelity of the implementation of the
intervention.

¢ Discuss how the target population and their
families will participate and contribute to the
data coll ection eff orts and interpretation and
dissemination of the findings.

¢ Provide evidence that the proposed
eval uation plan is sensitive to age, gender,
sexual orientation, race/ethnicity, and other
cultural factors related to the target
population and, as appropriate, to the
community to be served.

Section D: Dissemination and
Knowledge Use Plan (15

points)

Applicants should discuss their plans to
disseminate the findings of their process and
outcome eval uations of their proposed
programs.

¢ Describe plans to provide feedback to
community stakeholders and constituencies
on the process and outcome of the
implementation of the program in a manner
targeted to each constituency.

¢ Describe plans for preparing interim and
fina reports, conference presentations,
publications, and other means of
disseminating the program findings.
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¢ Describe plans for collaborating with other
sites with similar target populations or jail
diversion program models.

¢ Describe how representatives of the target
population and their families will participate
and contribute to the interpretation and
dissemination of the findings.

¢ Describe plans to disseminate findings to the
appropriate source, which could be a
financia partner infuture years.

Section E: Project
Management and Staffing
Plan (20 points)

Applicants must demonstrate their ability to
carry out the proposed program activitiesin
terms of staffing and management plans by
providing the following:

¢ Describe the qualifications and experience
of the key personnel, including:

v

Project director.

» Service providers.

» Evaluation personnel.

» Analytic and data management staff.
Interviewers.

Other key personnel.

v

v

¢ Document the capability and experi ence of
the applicant organization with simil ar
projects and popul ations. Include a
description of the project director’s and key
service providers’ experience with
implementing an integrated community-
based system.



NOTE: Although the budget for the

¢ Provide evidence of the capahility, proposed project is not areview criterion, the
experience, and commitment of proposed Review Group will be asked to comment on
consul tants and subcontractors, including the budget appropriaeness after the merits of

letters of commitment (attach as Appendix  the application have been considered.
4).

¢ Discuss how professional staff, target Prol-ect Na_rraiflve
population, and family representaiveswill  Review Criteria for

be recruited and trained as well as what
strategies have been developed for retaining TAPA Center

staff in programs. Describe in-service

training for staff and consumer/family Section A: Need for the
development. Program (15 points)

¢ Assign responsi bility for specific tasks In this section, applicants should document the
described in the evaluation plan for need for a Technical Assistance and Policy
identified staff. Andysis (TAPA) Center.

¢ Demonstrate that the staff isreflective of or ¢ What do you envision asthe role of the
sensitive to the diversity of the target TAPA Center for guiding jal diversion
popul ati on; sensitive to age, gender, sexual program sites? For guiding and working
orientation, race/ethnicity, and other cultural ~ with other potentia users?
factors related to the target population; and,

as appropriate, to the community to be » Document unmet needs and service
served, including issues such as: system gaps that have been
generated through statistica studies
» Proficiency of staff at al levels of the and reports on this topic, and
organization in the languages and cultures “snowbal | needs” assessment.

of the target population.
» Include areview of communities that

» Provision of cultural competence training have tried to implement jal diversion
specific to the target community. programs, and whether they have
been successful. Identify the
» Avallability of interpreters and translators elements of “success.”
trained in mental health
preventi on/treatment i ssues and ¢ Describe what knowledge may be gained
terminology. from funding targeted capacity expansion

sites for jail diversion.
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» What types of policy develop-ments
may occur or may need to be
addressed as a result of
implementing ajail diversion
program?

» Describe the potentid adverse
consequences of not i mplementing
jail diversion programs.

» Indicate the likely impact of the
activities of the TAPA Center on

existingjail diversion services, policy

changes, and the development of
new diversion programs.

» Discuss the technical assistance
needs that you can identify as
expressed by communities,
organizations developing jal
diversion programs, and needs that
may arise when developing anew jail
diversion program.

» Describe the types of technical
assistance that you have provided,
including consultations, written
materids, site visits, and Web-based
services, if applicable.

» Describe the outcome evaluati on of
the technical assistance that you have
provided (i.e., what was the impact
on the program for which you were
providing technical assistance).

Section B: Implementation

Plan
(35 points)

Applicants should demonstrate the viability of
their proposed program and the adequacy of
their implementation plans by addressing the
following:

¢ Describe what types of technical assistance
and policy andysis you will provide to
Capacity Expansion Sites and other
stakeholders.

¢ Document that your organization has
experience with providing technical
assistance injail diversion.

» Provide the evidence base for

» Describe your organization’'s
experience in providing technical
assistance and policy andysisto
communities implementing jail
diversion programs.

» Describe the number of commun-
ities or organizations you have
served.
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technical assistance and policy
analysis tools to be employed,
including relevant literature citations.

» Describe how technical assistance
will be designed to address the
activities required by law for
Capacity Expansion Sites (i.e., case
management, assertive community
treatment, vocational rehabilitation,
etc.), including gender-specific



services and trauma specific
services.

Include rationale for decisions about
the appropriateness of tools to the
target populati on of stakeholders and
potential stakeholders.

Describe how the proposed program
will address reduction of disparities
in mental health services that now
exist for racial/ethnic minorities.

Describe specia stepsto be taken
by the TAPA Center to help
communities address the needs of
women through gender-specific
services (see Appendix E).

Technical Assistance Center to serve
Mental Hedth Court DOJ grantees.

¢ Describe any community outreach activities
that the TAPA Center may engage in, such

as.

Plans to increase community
awareness of the need for diversion
programs and avail ability of new
services.

Plans to ensure that TAPA Center
services are available to target
stakeholders in menta health care.

Public education programs to ensure
community acceptance of Capacity

Expansion Site programs.
» Describe how the proposed TAPA
Center will help sites integrate >
trauma-specific services (see
Appendix F) into the overall array of
required services.

Plans to engage stakeholders.

v

Development of acoadlition.

¢ Describe how linkages between the mental
health care, substance abuse treatment, and
criminal justice systemswill be fostered
through materials and training from the
TAPA Center.

» Describe how the TAPA Center can
help Capacity Expansion Sites
develop plans to continue program
activities after the termination of the

grant.
¢ Provide atimeline for implementation of

¢ Describe the type of agendayou will program services.

establish for the annual meeting that the
TAPA Center will convene with the
Capacity Expansion Sites.

¢ Describe plans for ensuring how
stakeholders, including racial/ethnic groups
and consumers, will be involved in designing
the entire project process across the
timeline (see Appendix G).

¢ Describe how you will establish ajoint
agendawith the Department of Justice
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Section C: Evaluation Plan,
Data Collection, and Analysis
(15 points)

In this section, applicants should provide a
plan for conducting a process eval uation of
the implementati on of their proposed program
and provide aframework for coordinating the
outcomes eval uaion from the Capacity
Expansion Site grants.

¢ Summarize the plan for eval uating progress
made by the TAPA Center, and describe
how a TAPA Center “outcomes—related
report” will be generated and avail able
every 12 months.

¢ Provide examples of specific evauaion
guestions to be examined across the
Capacity Expansion Sites.

¢ Describe the data collection plan for GPRA
dataand for other evaluation datathat are
site-specific, including:
» Sources of data
» Datamanagement and quality control.
» Training of records reviewers, as

appropriate.

¢ Describe the analytic methodsto be used.

¢ Indicate whether and/or how qualitative
methods will be used.

¢ Discuss how the persons from the target
population and their families will participate
and contribute to the data collection efforts,
as well as interpretation and dissemination
of the findings.
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¢ Provide evidence that the proposed
eval uation plan is sensitive to age, gender,
histories of traumaor physica and sexual
abuse, sexual orientation, race/ethnicity, and
other cultural factors related to the target
population and to the community to be
served.

Section D: Dissemination and

Knowledge Use Plan (15
points)

TAPA Center applicants should discuss how
they will present their findings from process
and outcome evaluations. Further, they should
discuss how these findings may impact policy
development activities and technical assistance
activities.

¢ Describe plans to provide feedback to
community stakeholders on the process and
outcomes of the implementation of the
program in amanner targeted to each
stakehol der.

¢ Describe plans for preparing interim and
fina reports, conference presentations,
publications, and other means of
disseminating the program findings.

¢ Describe plans to dissemi nate findings to the
appropriate source (some of which could be
financid partners for Capacity Expansion
Sitesinfuture years).



Section E: Project
Management and Staffing
Plan (20 points)

Applicants must demonstrate their ability to
carry out the proposed program activitiesin
terms of staffing and management plans by
providing the following:

¢ Describe the qualifications and experience
of the key personnel, including:

v

Project director.

Service providers.

Evaluati on personnel

Anaytic and data management staff.
Interviewers.

Other key personnel, such as consumers.

v

v

v

v

v

¢ Document the capability and experience of
the applicant organization with similar
projects and populations. Include a
description of the project director’s and key
service providers’ experience with
implementing an integrated
community—based system.

¢ Provide evidence of the capability,
experience, and commitment of proposed
consultants and subcontractors, including
letters of commitment (attach as Appendix
6).

¢ Describe the extent to which the staffing and
management plans, project organization,
and other resources are appropriate to
carrying out all aspects of the proposed
project.
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» Be sure to address the adequacy of
available resources (e.g., staffing and
collaborating agencies, facilities,
equipment)

¢ Demonstrate that the staff is representative
of, or sensitive to, the diversity of the target
popul aion; and sensitive to age, gender,
sexual orientation, race/ethnicity, consumer
representation, and other cultural factors
related to the target population and, as
appropri ate, to the community.

¢ Address personnel qualificationsregarding
the following factors, as appropriate:

» Proficiency of staff at all |evels of the
organization in the languages and cultures
of the target population.

» Provision of cultural competence training
specific to the target community.

» Availability of interpreters and translators
trained in mental health
prevention/treatment i ssues and
terminology.

» Appropriae consumer staff.

NOTE: Although the budget for the

proposed project is not areview criterion, the
Review Group will be asked to comment on
the budget appropriateness after the merits of
the application have been considered.

SAMHSA Participant
Protection

Y ou must address seven areas regarding
SAMHSA participant protection in your



supporting documentation. If one or all of the
seven areas are not relevant to your technical
assistance activities, you must document the
reasons. No pointswill be assignedto this
section.

This information will:

1) Reveal if the protection of participantsis
adequate or if more protection is needed.

2) Be considered when making funding
decisions.

¢+ Participantsinclude consumers, consumer
supporters, and other individual s or
organi zati ons that request technical
assistance.

¢ Information collected as part of assessing or

providing phone or on-site technical
assistance should be addressed in this
section. Thisincludes issues of ensuring
confidentiality of persons seeking technical
assistance who may reveal persond

information or facts about their organization

while seeking advice. In addition, any
information collected as part of the
Evaluation Section of your grant gpplication
(Narrative Section E) should be addressed
inthis section.

Some projects may expose peopletorisksin
many different ways. In completing this
section of your application, youwill need to:

« Report any possible risks for participantsin
your technical assistance activities.

. State how you plan to protect them from
those risks.
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« Discuss how each type of risk will be dealt
with, or why it does not apply to the
technical assistance grant.

The following seven i ssues must be discussed:

@ Protection of Clients and Staff from
Potential Risks

« Identify and describe any foreseeable
physical, medical, psychological, social,
legal, or other risks or adverse affects.

Discuss risks that are due to participation in
the technical assistance activities.

« Describe the procedures that will be
followed to minimize effects of or protect
participants against potential risks, including
risksto confidentiality.

« Giveplansto provide helpif there are
adverse effects on participants.

« Where applicable, describe the referrd
processes used when callers (either
individua s or organizations) request or seek
advice on treatment, both in emergency and
non-emergency situations, or advice on
other sensitive situations.

® Fair Selection of Participants

« Describe the target population(s) for the
proposed technical assistance activities.
Include age, gender, recial/ethnic
background, or other specia population

groups.



« Explainthe reasonsfor using special types
of participants, such as people with mental
disabilities, people ininstitutions, or others.

 Explain the reasonsfor including or
excluding participants in your evaluation or
when providing technical assistance.

® Absence of Coercion

- Explainif participation inthe technical
assistance activities, including the evaluation,
is voluntary or required.

« Stae how volunteer participants will be told
that they may receive assistance even if they
do not wish to participate in the evaluation.

« Further, state how participants will be told
that they will be allowed to discontinue
receiving technical assistance without
repercussions.

® DaaCollection

« Identify from whom you will collect data
(e.g., consumers, consumer supporters,
consumer organizations, consumer
supporter organi zations, and individuals who
call your TA Center). Explain how you will
collect data. For example, will you use a
brief survey for phone and on-site technica
assistance, or use other sources?

® Privacy and Confidentiality

« List how you will ensure privacy and
confidentiality related to technical assistance
activities, as well as any information shared
by telephone callers, such as persona
information or facts about their organi zation,
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while seeking advice. Include who will
collect data and how it will be collected.

« Describe:

» Where datawill be stored.

» Who will or will not have access to
information.

» How the identity of participants will be
kept privete (e.g., by using acoding
system on datarecords, limiting access to
records, or storingidentifiers separately
from data).

NOTE: If applicable, grantees must agree to
mai ntain the confidentiality of alcohol and drug
abuse client records according to the
provisions of Title 42 of the Code of Federa
Regulations, Part II.

® Adequate Consent Procedures

» List what informationwill be given to people
who participate in data collection for the
project. Include the type and purpose of
their participation. Include how the datawill
be used and how you will keep the data
private.

NOTE: If the technical assistance activities
pose potentid physical, medical,
psychological, legal, social, or other risks, you
should get written, informed consent.

» Indicate whether you will get informed
consent from participants (or, as applicable,
their legal guardian.) Describe how the
consent will be documented. For example:
Will you read the consent forms? Will you
ask prospective participants questionsto be
sure they under stand the forms? Will you
give them copies of what they sign?



» Include sample consent formsinthe
Participant Protection Section of your
application, titled “Sample Consent Forms.”
If needed, give English translations.

NOTE: Never imply that the participant

wal ves or appears to waive any legal rights,
may not end involvement with the project, or
may release your project or its agentsfrom
liability for negligence.

@ Risk/Benefit Discussion

Discuss why the risks are reasonable when
compared with expected benefits and
importance of the knowledge from the
technica assistance activities.

APPENDIX A
ASSURANCES THAT MUST BE MET BY CAPACITY EXPANSION
SITE APPLICANTS

In accordance with the Public Health Service Act 520G, all Capacity Expansion Site applications
must contain the foll owing assurances.

Please check the appropriate boxes below and attach as Appendix 4 to your gpplication. Only
applicants that are able to provide the following assurances will be eligible for this grant. Thisform
must be signed by the chief executive of the State, political subdivision of the State, Indian tribe, or
tribal organization.

__Yes __No __Yes __No
__Yes __No __Yes __No
Yes _ _No

29



In your jail diversion program, will community-based menta health services
Yes __No be available for individuds who are diverted from the criminal justice system?

Will the services offered to jail diversion clients be based on current research
findings and include case management, assertive community treatment,
medication management and access, integrated mental health and co-
occurring substance abuse treatment, and psychiatric rehabilitation?

Will the services offered to jail diversion clients be coordinated with social
services, including life skills training, housi ng placement, vocational training,
education job placement, and health care?

Will there be relevant interagency collaboration between the appropriate
criminal justice, menta health, and substance abuse systems?

Will the federal support provided by this grant be used to supplement, and
not supplant, State, local, Indian tribe, or tribal organization sources of
funding that would otherwise be available?

Isthejail diversion program going to be integrated with apre-existing system
of care for those with mentd illness?

Signature of the chief executive of the State, politica Date
subdivision of the State, Indian tribe, or triba organization

Form Approved
OM B No. 0930-0208
BExpiraion Date 10/31/2002

Appendix B
CMHS GPRA Client Outcome
Measures for Discretionary Programs

The Government Performance and Results Act of 1993 (Public Law 103-62) requires al federal
departments and agencies to develop strategic plans that specify what they will accomplish over a 3-
to 5-year period, to annudly set performance targets related to their strategic plan, and to annually
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report the degree to which the targets set in the previous year were met. In addition, agencies are
expected to regularly conduct evaluations of their programs and to use the results of those evaluations
to “explain” their successes and fail ures based on the perf ormance monitoring data.

Therefore, SAMHSA is now accountable for demonstrating the effectiveness of all its programs
through performance daa. In order to support current and future funding, we need your full
cooperation in collecting and reporting performance data. Our ability to support these awardsin
future years depends on the data that you can provide. This perf ormance element will carefully be
considered in assessing awardee performance, and may have implicaions for future awards.

Public reporting burden for this collection of information is estimated to average 20 minutes per
response if all items are asked of a client; to the extent that providers already obtain much of this
information as part of their ongoing client intake or followup, less time will be required. Send
comments regarding this burden estimate or any other aspect of this collection of information to
SAMHSA Reports Clearance Officer, Room 16-105, 5600 Fishers Lane, Rockville, MD 20857.
An agency may not conduct or sponsor, and a person is not required to respond to, a collection of
information unless it displays acurrently valid OMB control number. The control number for this
project is0930-0208.
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A. RECORD MANAGEMENT

Client ID | | I [ | I

Contract/Grant ID

Grant Year

Interview Date

Interview Type 1. INTAKE 2. 6-month follow-up 3. 12-month follow-up

B. DRUG AND ALCOHOL USE

1. During the past 30 days how many days have you used the following:
a Any alcohol
b. Alcohol to intoxication (5+ drinks in one sitting)
c. lllegd drugs

Number of Days

C. FAMILY AND LIVING CONDITIONS

1. In the past 30 days, where have you been living most of the time?

o Shelter (safe havens, TLC, low-demand facilities, reception centers, other

temporary day or evening facility)

Street/Outdoors (sidewalk, doorw ay, park, public or abandoned building)

Institution (hospital, nursing home, jail/prison)

Housed (own or someone else’s apartment, room, house, halfway house,

residential treatment)

2. During the past week, to what extent have you been experiencing difficulty in the

area of:



Managing day-to-day life (e.g., getting to places on time, handling money, making every
day decisions)?

No difficulty

A little difficulty

M oderate difficulty

Quite a bit of difficulty

Extreme difficulty

Don’t know

Not applicable

Refused

O O 0O 0 0O o o o

During the past week, to what extent have you been experiencing difficulty in the area

of:
Household responsibilities (e.g., shopping, cooking, laundry, keeping your
room clean, other chores)?

No difficulty

A little difficulty

Moderate difficulty

Quite a bit of difficulty

Extreme difficulty

Don’'t know

Not applicable

Refused

O O O O 0O O O

During the past week, to what extent have you been experiencing difficulty in the area
of:
Work (e.g., completing tasks, performance level, finding or keeping a job)
No difficulty
A little difficulty
Moderate difficulty
Quite a bit of difficulty
Extreme difficulty
Don’'t know
Not applicable
Refused

O O O 0O O O O O

During the past week, to what extent have you been experiencing difficulty in the area
of:

School (e.g., academic performance, completing assignments, attendance)?

o No difficulty

o A little difficulty

o Moderate difficulty

o Quite a bit of difficulty
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Extreme difficulty
Don’t know

Not applicable
Refused

O O O O

During the past week, to what extent have you been experiencing difficulty in the area
of:

Leisure time or recreational activities?
No difficulty

A little difficulty

Moderate difficulty

Quite a bit of difficulty

Extreme difficulty

Don’t know

Not applicable

Refused

O O O 0O 0 0O 0o O

During the past week, to what extent have you been experiencing difficulty in the area
of:

Developing independence or autonomy
No difficulty

A little difficulty

M oderate difficulty

Quite a bit of difficulty

Extreme difficulty

Don’'t know

Not applicable

Refused

O O O 0O O O O

During the past week, to what extent have you been experiencing difficulty in the area
of:

Apathy or lack of interest in things?
No difficulty

A little difficulty

M oderate difficulty

Quite a bit of difficulty
Extreme difficulty

Don’'t know

Not applicable

Refused

0O O 0O 0 0o O O O
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9. During the past week, to what extent have you been experiencing difficulty in the area
of:

Confusion, concentration, or memory?
No difficulty

A little difficulty

Moderate difficulty

Quite a bit of difficulty

Extreme difficulty

Don't know

Not applicable

Refused

O O O 0O 0O O o0 O

10. During the past week, to what extent have you been experiencing difficulty in the area
of:

Feeling satisfaction with your life?
No difficulty

A little difficulty

M oderate difficulty

Quite a bit of difficulty
Extreme difficulty

Don’t know

Not applicable

Refused

O O O O O O O

____________________________________________________________________________|
D. EDUCATION, EMPLOYMENT, AND INCOME

1. Are you currently enrolled in school or a job training program? [IF ENROLLED: is it
full time or part time?]
o Not enrolled
© Enrolled, full time
o Enrolled, part time
o] Other (specify)

2. What is the highest level of education you have finished, whether or not you received
a degree? [0l=1st grade, 12=12th grade, 13=college freshman, 16=college completion]

| | leve in years

2a. If less than 12 years of education, do you have a GED (Graduate Equivalent
Diploma)?
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Yes No

Are you currently employed? [Clarify by focusing on status during most of the previous
week, determining whether client worked at all or had a regular job but was off work.]

o

O O O O O O

Employed full time (35+ hours per week, or would have been)
Employed part time

Unemployed, looking for work

Unemployed, disabled

Unemployed, volunteer work

Unemployed, retired

Other, specify

Approximately how much money did YOU receive (pre-tax individual income) in the

past 30 days from...

a

o

o

e. Non-legal income

Wages

Public assistance

Retirement

Disability

Other

(specity)

INCOME
$ , 00
$ , 00
$ , 00
$ , 00
$ , 00
$ ’ 00

____________________________________________________________________________|
CRIME AND CRIMINAL JUSTICE STATUS

=

[
.

In the past 30 days, how many times have you been arrested?

In the past 30 days, how many times have you been arrested for drug-

related offenses?

In the past 30 days, how many nights have you spent in jail/prison?

| | |times

[ | times

| nights

____________________________________________________________________________|
MENTAL AND PHYSICAL HEALTH PROBLEMS AND TREATMENT

F.
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How would you rate your overall health right now?

o

O O O O

Excellent
Very good
Good

Fair

Poor
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2. During the past 30 days, did you receive

a. Inpatient treatment for: If yes, altogether
No Yes = for how many nights
(DK=98)
i. Physical complaint o o

ii. Mental or emotional difficulties
iii. Alcohol or substance abuse

b. Outpatient treatment for: If yes, altogether
No Yes = how many times
(DK=98)
i. Physical complaint
ii. Mental or emotional difficulties
iii. Alcohol or substance abuse

c. Emergency room treatment for: If yes, altogether
No Yes = for how many times
(DK=98)

i. Physical complaint

ii. Mental or emotional difficulties

iii. Alcohol or substance abuse © o
|
G. DEMOGRAPHICS (ASKED ONLY AT BASELINE)

1. Gender
o Male
o Female
o Other (please specify)
2. Are you Hispanic or Latino?
o Yes o No
3. What is your race? (Select one or more)
Black or African American o Alaska Native
o Asian o White
o American Indian O Other (Specify)
o Native Hawaiian or other
Pacific | slander
4. What is your date of birth? | | [ /] | | /] | |

Month / Day / Year
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Appendix C - Schematic outline of the Criminal Justice Processing
Spectrum
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FROGEAM GOALS

I. Divert individuals
with a mental illness
from the criminal
Justice system to
mental health
treatment and
appropriate support
services

APPENDIX D: LOGIC MODEL FOR
TARGETED CAPACITY EXPANSION JAIL DIVERSION PROGRAMS

POPULATION

ACTIVITIES

II. Improve quality,
accessibility, and
avallability of
mental health
services delivery.

III. Build system
infrasbuctire to
support expansion
and coordinationaf
services.

Persons witha
mental illness
who have come
into contact with
the criminal
Justice system and
would benefit
from referral to
mental health
treatment and
other supporive
services.

QOUTCOMES
Expansion of Local Individual Level
Services Increased fanctoning
Secreeming Feduced recidivism into court system

IncreasefTrain Providers

Evidence Based Practice &doption

Integrated Treatment

Consumer integ ration

Technical assistance

Cutrearh enzagement, case-finding

Duality improvement activities

Improve access for raclallethnic minortes
and for persons inrral settings

Service Linldng

Heeds assessment
Strategic planning
Cross-training
Consensus buildmng
Sustainable financing
Leadership development
Partnership development

Community Ouwireach
Socialmarketng

Public education/Health literacy

Dissemination

Comsumer/Familyit dvocacy Group
involveme nt

Program Evaluation

Measure GPEA cutcomes

Process evahliation/Program fid elity
Outcome Indicators

Improved quality of life
Improved access to services

Increased healthy behaviors
FPEA Cutcomes

Program Level
Evidence of Sustainability

Consumer Family integration in
planmng fimple mentation

Keduced stigma

Increased participationb v cultarals
ethme minontes

Increased engagement of target

popalation

System Level

Expanded service base

Improved coordmaton

Increased Partnerships

Diverse populations served
Increased program recogmtbon by
external entities
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APPENDIX E
GENDER-SPECIFIC SERVICES FOR WOMEN IN THE CRIMINAL
JUSTICE SYSTEM*

*(This material was prepared under a SAMHS A collaborative grant that provides funding for “The National
GAINS Center for People with Co-occuring Disorders in the Justice System.”)

BACKGROUND

Throughout U.S. history, female offenders have been largely invisible in asystem designed to control
and rehabilitate men (1). However, over the past 15 years, the presence of women in al aspects of
the criminal justice system has increased dramaticaly. In 1998 there were 3.2 million arrests of
women, accounting for 22% of al arrests that year, according to the Bureau of Justice Statistics. In
that same year, 950,000 women were under correctional supervision, about 1% of thetotal U.S.
femal e popul ation. Between 1990 and 1998, the number of women on probation increased 40%,

the number of women in jail increased 60%, the number of women in prison increased 88%, and the
number of women under parole supervision increased by 80% (1). Although this increase has been
attributed to anumber of factors, including increased vigilance in the war on the drugs, the facts are
compelling: women are a rapidly increasing presence in amale-oriented criminal justice system.
Current staistics revea that women make up 11% of the totd jal population (2), 6% of prison
inmates (3), 22% of adult probationers, and 12% of parolees (4).

SERVICE NEEDS

Although women represent only 11% of al jail inmates, 12% of them, amost twice the rate of male
jail detainees, are likely to be diagnosed with aserious mentd illness (5). Furthermore, 72% enter
with aco-occurring mental health and substance disorder. Many women entering jail s have
themselves been victims and present multiple problems in addition to mental health and substance
abuse disorders, including child-rearing and parenting difficulties, health problems, and histories of
violence, sexual abuse, and resultant trauma. As many as 33% of women entering jails have been
diagnosed with post traumatic stress disorder (PTSD) at some point in their lives (6). Inajail survey,
48% of women reported that they had been physically or sexually abused and 27% reported that
they had been raped (7). These findings are considered by many to be conservative. As history of
abuse is viewed as adirect correlate to circumstances leading to contact with the justice system,
knowledge of this history is critical in treatment decisionmaking (8).

ACCESS TO SERVICES AND CONTINUITY OF CARE

Though many correctiond facilities recognize that women bring different hedth and relationship
issues to their period of incarceration, operationally most jail s do not consider women to have
substantialy different issues from men. Ina 1998 survey, 97% of jails used the same intake
classification instrument for women as men; less than 30% screened women for histories of abuse or
needs relating to their children, and gender-specific information obtaned was rarely used to match
women to services (9).
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Jail settings also differ in provision of services because of their short-term nature, where the length of
stay may range from overnight to a sentence of up to 1 year. Although specific programming,
including child visitation, has become amore familiar feature of prison environments, there has been
little movement injails to redesign programming and services to meet the needs of women, despite
the significant increase of women in contact with the justi ce system (10). Jail s have a constitutional
obligation to provide adequate services to detainees, whether male or female. However, jails

typically do not know when someone will be released, whether it is pretrial or upon sentencing,

except when inmates serve specific sentences. Ealy identification of needs and preparation for
discharge planning is therefore part of the critical provision of services to jail detainees, and in the
case of femal e detainees, includes linkage to ahost of services for families (11).

Owing to significant differencesin jail size throughout the United States, not all facilities are large
enough to provide afull array of mentd health services and housing options on-site. However, all
jails are required to provide access to necessary services. Smaller jailstypicaly access psychiatric
care by contracting with community providers (12). This process actively encourages community in-
reach and strengthens the linkage to community-based treatment services for the jail detainees upon
release. Studies have shown tha women respond best to long term care. This continuity of careis
critica inthe development of bonds, treatment adherence upon release, increased compliance with
terms of probation, and as a successful intervention in breaking the cycle of recidivism. Despite their
increased involvement in criminal justice programs, women remain significantly underrepresented in
both community and institution-based treatment programs (13), while beds in community programs
are often “earmarked” for men coming out of prison or jail.

For women with multiple co-occurring disorders, and often, complicaed medica problems,
engagement in treatment is key. If retained in treatment, women benefit most from “long-term
continuous care” (14). Services provided in jail settings have not been conceptuali zed either as long-
term or continuous in most communities. There is a growing consensus that to be successful,
programming for women with co-occurring disorders necessitates the incorporation of gender-
specific factors related to relationships, victimization, sexuality, depression, empowerment, culture,
and ethnicity into evolving treatment models (15). Jail diversion is aspecial, targeted program to
short-circuit the usual criminal court processing to the benefit of the detanee, the correctiond staff,
and the community. A pending publication outlines principles that can be used to create a family
success paadigm inajail setting for women entering jails with nonviolent or drug-related offenses.
One principle staes:

Where appropriate the diagnosed mentally ill female off ender with a
history of physical or sexual abuse would be referred to community
based alternatives in cases where less restrictive settings posed no
obvious harm to the community. Jail staff would link more directly
with human service and community based service workers and have
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them available on-siteinjalsfor jal treatment and to prepare
deta nees for release.
(16).

THE NEED FOR GENDER-SPECIFIC SERVICES

Understanding that women in contact with the justice system possess myriad service needsis the
touchstone for the devel opment of gender-specific services. Women entering jails are more likely to
have greater needs than men, in terms of range and types of services, and yet are less likely to have
these needs met (17). Although not trained as clinicians, jal staff are the frontline for early
identification of possible mentd illness and early referra for psychiatric evaluation. As such, thereis a
significant risk that women with mental illnesses may not be identified and therefore not receive
treatment during their confinement in jail. More importantly, some psychiatric disorders such as
PTSD and anxiety disorders, if not addressed, are likely to increase the risk that women will became
management problems for security staff, or ingppropriately use expensive medical and psychiatric
services they would otherwise not require.

In addition to serious mental heath disorders, femal e detai nees have substantid emotiond difficulties
relating to survivorship of abuse, separation from their children, and low self-esteem. Unaddressed,
these issues may result in “acting out” behavior or in the exacerbation of psychiaric symptoms. To
achieve parity for male and femal e detainees, jail programming must:

1. Include services to women that are comparable with services avail able to the mal e population,

and

2. Provide gender-specific services where gender diff erences exist or when providing interventions
that are unique to the female population (18).

GENDER-SPECIFIC SERVICE PROGRAM PLANNING AND DEVELOPMENT

For women entering jail s, early needs assessment and screening for mental health and substance
abuse disorders, and other needsrelating to self and family, is critical to both the classification and
treatment-pl anning phase.

Recognizing that institutiona treatment for women has largely been based on models devel oped with
and for men, revised APA guidelines on psychiatric servicesin jails and prisons recommend that
staff:

. Must be able to accurately diagnose PTSD.

. Assess the psychologica consequences of childhood and adult physical and sexuad abuse.
. Provide comprehensive mental health evaluationsto postpartum women.

. Recognize what constitutes sexual harassment and abuse of inmates.

. Review procedures related to seclusion and restrans.
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Work to employ verbal de-escalation for symptoms and behaviors that are sequelae of

abuse experiences.

Offer menta health staffing at per capitarates that are “significantly higher than those offered
to male populations (19).

CRITICAL ELEMENTS FOR THE DEVELOPMENT OF GEND ER-SPECIFIC

PROGRAMS

In developing gender-specific programming for women diagnosed with mental illnessesin jail
settings, comprehensive and integrated strategies are necessary. Veysey’'s 1998 report identifies
eight key areas for program development:

Parity of menta health services: Basic services must be avail able to all women before specialized
services can be devel oped through the targeted alocation of resources.

Targeted screening/evaluaion procedures and gender-specific instruments: Women-specific tools
must be developed that support appropriate classification of women and that can identify issues
that complicate treatment and supervision, including histories of abuse, medical problems, and
child care issues.

Specid crisis intervention procedures: Because of the overwhelming prevalence of physical or
sexua abuse histories amongfemale jal detainees, with or without mentd illness, protocols for
crisis intervention should be devel oped for al womenin crisis. Jails should consider the use of
noninvasi ve, nonthreatening de-escalati on techniques for general use and to avoid retraumati zing
procedures.

Peer support and counseling programs: Because of the coercive nature of some psychiatric
interventions, especialy injail settings (e.g. restrant, involuntary medications, locked rooms,
paternalistic treatment), they may be rejected or resisted. Peer-counseling programs, in
coordination with existing menta health services, show promise in hel ping women to address
mental health problems and violent events in their lives. Peer-support programs offer an
opportunity to connect the woman with her community prior to release.

Parenting programs: Given the well-researched cycle of intergenerational abuse, and to the extent
that women injail settings may be both victims and perpetrators of violence, they are at increased
risk of abusing their own children. Targeted parenting programs directed at education,
empowerment, and practical skills are a promising practice in severing cycles of violencein
families.

Integrated services: Integrated services, injail settings and in transition to the community, hold the
most promise in assisting women to remain in the community and prevent recidivistic contact with
the justice system.

Training programs for security, mental heath, and substance professionals: To maximize gender-
specific programming, all correctional and treatment staff need to be trained to understand the
specific issues and needs of femal e detai nees, potentia triggers, and purpose of program
procedures.
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« Outcome measures: Attention must be given to the development of appropriate outcome
measures for treatment interventions designed to affect women diagnosed with mental illness in
jails. Attention must be given to outcomes that acknowl edge the wide variation inwomen’s life
experiences, adaptive styles, and modes of recovery. M easures should be developed through a
joint effort by menta health professionals, researchers, and the women using services (C/S/R’S).

Despite the increase in promising programs over the last decade, program developers do not have a
ready array of treatment protocols, manuals, or training curriculaavailable to help them create
innovative programs for women with co-occurring disordersinjail settings. Through an increased
focus on early intervention and integrated treatment planning, servicesin jals can be talored to meet
the specific needs of women and help to break the cycles of recidivism and abuse.

MODEL PROGRAMS

Promising programs specifically designed to meet the needs of women, and in some cases their
children, have been mostly initiated in prison settings, with afew more developed injails. However,
most of these programs feature common components:

- Early identification of the specific needs of the women served.

Avoidance of re-traumatization in correctional settings.

Provision of arange of integrated treatment.

Linkage to services.

1. TAMAR Project, Baltimore, MD

TAMAR is aState, county, university, and foundation partnership that implements and eval uates a
traumatreatment and educati on program for adult women with alcohol, drug abuse, and mental
health disorders and histories of traumawho are currently incarcerated for misdemeanors or
nonviolent felony offenses. The TAMAR Project’s focusis the development and delivery of training
on the long-term effects of traumatic abuse to the staff of all the agencies working with femde jail
detainees. This includes introductory trauma framework and crisis intervention training for frontline
staff in the departments of corrections, parole and probation, substance abuse, mental health,
domestic violence, and socia services in each of the counties. Intensive traumatraningis aso
provided for mental health treatment staff specialists in the jail s and in the community.

The TAMAR Project has identified several important barriers and chalenges that women survivors
of traumawith substance abuse and mental health diagnoses face. These include:

+ Incarceration separates women and their children.
« Incarceration itself is traumatizing.
- Jail policies and procedures, designed for men, can be re-traumatizing.
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- Each county hasitsown culture, services, and gaps and barriers to services.
« Because women are a small percentage of the jail population, few resources are available to
them.

Central tenets of the project include abelief that lives can change with appropriate support and that
jail isawviable point of intervention.

TAMAR provides the support to address the issue of traumabased on the following beliefs:

« Post-traumaresponses include long lasting psychological, medical, behavior, and socid effects.

« Recovery isaprocess that can begin while incarcerated but must be supported after rel ease.

« Interventions must integrate treatment for substance abuse, psychiatric disorders, and traumain a
gender- and culturally sensitive manner.

« Emphasis must be on competency-building and empowerment.

« Anintegrated system of care should strive to preserve the mother/child relationship.

Women are assessed for substance abuse, psychiatric disorders, and trauma histories as they enter
the jail system. They participate in psycho-educationa groups, peer support groups, and individua
case management sessions with an in-jail trauma specialist. After release, women can continue
treatment under the guidance of the trauma specialist, participate in the ongoing peer support groups
devel oped by On Our Own, and work with the trauma specialist to access housing entitlements,
mental health services, and substance abuse counseling.

2. Cook County Jail, IL

The Department of Women’s Justice Services of the Cook County Sheriff’s Office was formed in
1999 to administer gender and culturally appropriate servicesto female drug offendersin Cook
County, Illinois. The three phases program consists of pre-treatment, treatment education, and
relapse prevention components, each of which lasts between 20 and 30 days. An aray of services
includes health, education, life skills, training, and community reintegration components.

Trauma services are provided by Trauma Incident Reduction, afoundation composed of community
members, researchers, and practitioners to provide eff ective trauma treatment within the program.
Life skills and mentoring services are administered by the Women in Community Service in order to
promote self-reliance and the formation of a support network during the transition from jail to the
community. Physical and mental health services are provided by Cermak Health Services, an
affiliate of the Cook County Bureau of Health Services. A 24-hour mental health crisis team and
regular treatment programs are operated through Cermak Health Services. Domestic violence,
education, and legal aid programs are also provided by the Children’s Advocacy Center and

Chicago Lega Aidto Incarcerated Mothers.
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The first two phases of the program focus on self-help, direct services, and health treatment
programs within the jail setting. Asthe phases progress, it is expected that the parti cipants will have
made meaningful progress towards their substance abuse, health, trauma, and life-skills goals and
that they will be prepared to work on a discharge plan in the third phase. Towards the end of the
third phase, the women will be prepared for reintegration into the community, with an established
support network and avail &bl e services.

3. Women’s V.O.I.C.E.S., Hampden County, MA

Located within the Women’s Unit of the Hampden County Correctiond Center in Massachusetts,
the Women’s V.O.l.C.E.S. programis aseries of classes and groups focused on addi ction, trauma,
and parenting needs. Thetitle of the program stands for validation, opportunity, inspiration, choice,
empowerment, and safety. It isajail-based treatment and educationa program for women inmates,
and is available to both pretrial and sentenced inmates.

The gender-specific curriculum employsfive principl es that take note of the documented gender
differences between male and femal e offenders: validation, saf ety, personal application,
relationa/support building, confidentiadity, and boundaries. Its method of intervention involves
femal e-only groups, an emphasis on cognitive and behavioral change, a validation of self-expression,
and phased progression through treatment and educationa components. The staff of Women'’s
V.O.LC.E.S. are specifically trained with afocus on trauma, mental health, addictions and violence
histories. They focus on maching the women inthe program to community resources and clinically
appropriate group activities, building problem solving skills, and increasing the choices available to
them intheir lives.

All inmates in the women'’s unit are eligible to take part in the introductory elements of the Women'’s
V.O.L.C.E.S. program. However, to progress further through the phases of the program, itis

essentid to take into account an inmate’s length of stay, classification, level of functioning, and self-
assessment of their own strengths and problems.

Women’s V.O.IL.C.E.S isafour phase program of education, peer health, life skills, and addiction
treatment classes. The program components include both high school and college-level education
classes, anger management, HIV/AIDS education and treatment, trauma treatment, and vocati onal
courses. Addiction treatment is provided through a graduated program that coincides with the four
phases. Furthermore, release planning from the jail to the community is provided for inmates during
the final phase of the program. Additional components include 12-step Alcoholics Anonymous and
Narcotics Anonymous groups, religious services, and activities to promote greater physical health.
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APPENDIX F
TRAUMA-SPECIFIC SERVICES FOR WOMEN IN THE CRIMINAL JUSTICE
SYSTEM*

*(This material was prepared under a SAMHS A collaborative grant that provides funding for “The National
GAINS Center for People with Co-occuring Disorders in the Justice System.”)

BACKGROUND

Throughout U.S. history, women offenders have been largely invisible in asystem designed to
control and rehabilitate men (1). However, over the past 15 years, women’s presence in dl aspects
of the criminal justice system has increased dramatically. According to the BJS, in 1998 there were
3.2 million arrests of women accounting for 22% of all arrests that year. In that same year, 950,000
women, were under correctional supervision, about 1% of the total U.S. femal e population.
Between 1990 and 1998, the number of women on probation increased 40%, the number of women
injail increased 60%, the number of women in prison increased 88%, and the number of women
under parole supervision increased by 80% (1). Although this increase has been attributed to a
number of factors, including increased vigilance in the war on the drugs, the facts are compelling:
women are arapidly increasing presence in amale-oriented crimind justice system. Current statistics
reveal that women make up 11% of the tota jal population (2), 6% of prisoninmates (3), 22% of
adult probationers, and 12% of parolees (4).

WHAT IS TRAUMA-INFORMED TREATMENT?

Trauma-informed treatment refers to incorporating an awvareness of traumaand abuse into all

aspects of treatment and the treatment environment. This awareness can aso be used to modify
procedures for working withwomen injails. Just as drug treatment best occursin adrug-free
environment, traumatreatment is best accomplished in as trauma-free an environment as possible.
Some abuse survivors, especially those with histories of severe or prolonged abuse, may experience
angry outbursts, self-destructive or self-mutilating behaviors or other apparently irrationa behaviors,
that can be considered disruptivein jail.

A trauma-informed approach suggests alternative procedures that are not only less likely to make
symptoms worse, but are also more eff ective as behavioral management technigues. Programs such
as the TAMAR project in Maryland have been designed to increase the awareness of traumafor
those working with incarcerated women and to provide trauma-informed and trauma-specific
services in criminal justice settings.

PREVALENCE OF MENTAL ILLNESS, TRAUMA AND CO-OCCURRING

DISORDERS

Of women entering jails, 12.2% are diagnosed with serious mental ill nesses, while 72% have a co-
occurring mental health and substance abuse disorder (5). Many women entering jail s have
themselves been victims and present multiple problems in addition to mental health and substance
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abuse disorders, including child-rearing and parenting difficulties, health problems, and histories of
violence, sexua abuse, and resultant trauma In fact, 33% of women entering jails have been
diagnosed with post-traumatic stress disorder (PTSD) a some point intheir lives (6). In ajail
survey, 48% of women reported that they had been physically or sexually abused and 27% reported
tha they had been raped (7). The Michigan Women’s Commission found that 50% of female
Michigan jail detanees had been victims of physical or sexua abuse at some point intheir lives.
These findings are considered by many to be conservative. Childhood physical and sexual abuse has
been estimated to range as high as80% in some local facilities (8).

NEED FOR TRAUMA-SPECIFIC PROGRAMMING

In considering the research, studies show that womenin jail have often been the victims of physica
or sexual abuse in childhood and/or adulthood. Consistent findings demonstrate that most women
with co-occurring disorders a so have histories of abuse. Preval ence studies show that 72% of
women entering jail have a co-occurring mental health and substance abuse disorder. As such,
trauma histories of severe abuse or violence can be considered the norm for women with co-
occurring disorders in jail.

As history of abuse is viewed as directly contributing to circumstances leading to contact with the
justice system, knowledge of this history is critical in treatment decisionmaking (9).

TRAUMA AND RE-TRAUMATIZATION IN JAIL SETTINGS

Within the jail environment, routine procedures and involuntary menta health services are, by nature,
often coercive situations that may be misperceived, by femal e detai nees with histories of abuse, as
dangerous and threatening. Responses to perceived threat may be withdrawal, fighting back or
extreme outbursts, worsening of psychiatric symptoms, and physical health problems, thereby
increasing saf ety problems for jail staff or necessitating more expensive or longer term treatment
(10).

In areview of jail practices and femal e detai nees with abuse histories, Veysey, De Cou, and
Prescott point out that procedures have been developed for practical security and treatment
purposes but have historically not accommodated gender differences. The jail environment and
procedures themselves may unintentionally be re-traumatizing to women with abuse histories. For
women injail settings, those with ause histories may have problems directly associated with made
authority figures as perpetrators of ause. Many standard jal procedures routinely used to process
jal inmates, ensure security, and meet medica standards of careinjails, including strip searches,
examinations, use of physical force in crisis or psychiatric response, isolation, locked rooms, and
restraints, may be re-traumatizng triggers.

TRAUMA-SPECIFIC SERVICE PLANNING AND PROGRAM DEVELOPMENT
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The impacts of abuse and violence can affect al aspects of awoman’sand her children’slives and
contributes both to the devel opment of and recovery from menta health and substance abuse
disorders. Fortunately, in the past few years, survivors, clinicians, and other service providers have
worked together to devel op principles, procedures, and techniques to assist women intheir recovery
from trauma even with coexisting mental health, substance abuse, and criminal justice issues (11).

Trauma-responsive programming has evolved in the context of therapeutic community-based
programs and shelters serving women in crisis, at risk, or presenting mental health and/or substance
disorders. The SAMHSA Women, Co-Occurring Disorder and Violence KDA Study identified
eight program componentscritica to the development of successful trauma-focused models (12).

These components are al so applicable within the context of ajal setting:
+ Outreach and engagement.

« Screening and assessment.

« Treament.

« Trauma-specific services.

« Parenting skills.

« Peer-runservices.

« Crisisinterventions.

« Resource advocacy and coordination.

ADAPTATION OF TRAUMA-SPECIFIC SERVICES TO JAIL SETTINGS

Certain elements have been identified as critica to the combined development of a trauma-sensitive
approach to treatment, services, and jail programming. Routine procedures have been successfully
adgpted in some jails to include these elements for traumaresponsive programming. Veysey et al.
(13) identified these elementsin the jail context:

1. Booking

« Information disclosure about procedures, including strip searches and examinations, avail ability of
services and how to access them.

« Early screening and assessment of awoman’s history of abuse should be included in al routine
mental health and substance abuse assessments. Sensitivity to cultural issues is also important, as
revealing victimization outside the family, for example, may be inhibited by cultura norms (14).

« Evenwhere no clinical services are available inthejail, information from trauma histories can still
be helpful in creating atrauma-informed environment and for di scharge planning.

+ Crisis and de-escaation intervention screening to identify settings, people, and environments that
increase stress or trigger violence for new detai nees. Early identification of this information can be
used in the devel opment of behavior management, crisis, and treatment plans.
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Use of female staff to perform strip searches or medica examinations may reduce the risk of re-
traumati zation.

. General Conditions of Confinement During Incarceration

The jall environment can cause undue stress for fema e deta nees with abuse histories. As most
female of fenders are not arrested for violent crimes, staff should be trained in managing women in
anonaggressive and nonthreatening manner with time for social interactions maximized for
inmates.

Psychologica distress associated with administrative isolation should be weighed aganst its
punitive sanction for women with abuse histories, while the greater need for privacy among
women, as compared to men, should also be considered.

. Treatment Services and Crisis Response

Service providers sometimes express reluctance to ask about abuse and violence for fear of re-
traumatizing clients, being unable to offer follow-up support, feeling it is intrusive, or even because
of their own abuse issues. Experience with assessments, however, shows that most survivors
appreciate being asked about their history, when asked in arespectful manner. Neverthel ess,
women should aways be given the option of not answering these or any other persond questions.
With few exceptions, the emotiond responses elicited by such an assessment require the same
basic counseling skills needed for any menta heath or substance abuse assessment.

Specidized staff are needed to engage and ta k with detainees with traumahistories.

Behaviora management techniques should be developed between the inmate and the treatment
staff to identify boundaries of acceptable behavior and keep women informed about procedures
while assuming responsibility for actions.

Single-gender group treatment should be offered to women injail s who have histories of sexual
or physical abuse. Care should be taken to discuss the purpose of the group as supportive,
educational, and to learn new skill s to handl e the effects of traumarather than relating the actual
stories of trauma

Crisis response should utilize de-escal ation techniques and include the use of least restrictive
means or force.

. Release Planning and Referral to Community Services

Aswith gender-specific program planning, early development of linkages for release is critical
despite the frequently unknown imminence of arelease date.

Discharge planning should focus on continuity of care, including continuation of services provided
injail and ensuring linkage to community supports for housing, mental health, and substance

abuse services; and community counseling services, rape crisis, or domestic violence programs.
Many women are released on probaion, so probation officers should be involved in rel ease
planning for consistency and to avoid technical violations of probation.
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« Getting permission to share trauma history and assessment with the foll ow-up provider in the
community can be very beneficial. This aerts the community provider to issues they may not
regularly assess and hel ps the woman not have to repeat the telling of her abuse history.

« Aswithin-jail intervention, the most important discharge planning consideration is making safety a
top priority in any placement. The best trauma treatments in the world will be ineff ective if the
woman returns to an abusive or violent situation. If safe placement is not possible, priority
attention should be placed on giving women information on options and resources such as
domestic violence shelters, so that if they do become able to |eave the violent situation they will
know where to turn.

5. Training for Corrections Officers and Other Staff

To be effective, adequate training must be provided to correctiona and treatment line-staff to ensure
their support, understanding of the critical issues relating to traumaand gender-specific
programming, and appropriate responses to women with histories of abuse.

ELEMENTS OF TRAUMA-SPECIFIC TREATMENT APPROACHES

Full recovery from traumaand its related sequel ae can be alengthy process. Some effective

interventions involve specid training, time, and clinical expertise that is not usualy available in ajail

setting but may be provided through acommunity-based service provider or adapted for short-term

jal stays. Many skills needed to recover from traumatic experiences and build healthy lives are

similar to those taught in avariety of settings and may include:

« Skillsinidentifying thoughts, feelings, and behaviors, learning how these work together, and
effective problem-solving techniques.

« Relaxation, grounding, and self-soothing behaviors to handle the internad agitation and psychic
pain so often reported by survivors.

« Interpersonal effectiveness skills such as assertiveness, setting appropriate boundaries, giving and
receiving social support, and eval uating violent/nonviol ent rel aionships.

« Relapse prevention skills and alternatives to substance abuse.

« How to make short and long-term saf ety plans and protecting oneself in the community.

Most trauma-informed interventions cover three primary areas important to all traumarecovery

work:

« Education on the nature and extent of violence and the relationshi p of existing problems and
disorders (including co-occurring disorders) to the origina violence and abuse.

« Creation of asafe and supportive “space” to discuss these issues.

« Learning specific skillsto facilitate recovery.
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MODEL TRAUMA PROGRAMS IN JAIL SETTINGS

TAMAR: Operated by the Maryland Department of Health and Mental Hygiene, Batimore, MD,
the TAMAR Project (Trauma, Addictions, M ental health, And Recovery) offers afull array of
traning and clinica services to women who have been traumatized by physica and/or sexual abuse
and are inmates in detention center settings. To participate, the women must have a co-occurring
substance abuse and psychiatric disorder in addition to atrauma history. Cross-generational issues
are addressed by providing coordinated case management across agencies to both mothers and their
children. The TAMAR Program is avoluntary traumatreatment and education program for adults.

It is designed to help individuals learn to cope with the aftermath of childhood traumatic experiences
aswell as dealing with trauma as an adult. The program includes trauma treatment groups and one-
to-one counseling in the detention center as well asin some communities. Peer support groups a so
meet in several counties.

Women are assessed for substance abuse, psychiatric disorders, and trauma histories as they enter
the jail system. They participate in psycho-educationa groups, peer support groups, and individua
case management sessionswith an in-jail trauma specialist. After release, women can continue
treatment under the guidance of the trauma specialist, participate in the ongoing peer support groups
devel oped by On Our Own, and work with the trauma specialist to access housing entitlements,
mental health services, and substance abuse counseling.

TIR — The Department of Women'’s Justice Services of the Cook County Sheriff’s Office (Cook
County, IL) was formed in 1999 to administer gender- and culturally appropriate services to female
drug offenders in Cook County, IL. The three-phase program consi sts of pretreatment, treatment
education, and relapse prevention components, each of which lasts between 20 and 30 days. The
array of servicesincludes mentd health, education, life skills, training, and community reintegration
components. The Cook County Sheriff’s Office subcontracts with TIR Traumatic Incident
Reduction, anonprofit educationd foundation composed of community partners, menta heath
practitioners, university faculty and researchers. TIR is committed to providing effective trauma
treatment for those suffering from the eff ects of trauma. TIR is a brief, simple, profound, and
systematically focused memory recovery technique for permanently reducing or eliminating the
effects of traumatic events.

TRAUMA PROGRAMS IN NON-JAIL SETTINGS

Some psycho-educational interventions have been developed that hold potential for adaptation and
effective use inajail setting with an average stay of 30 days and only three to eight opportunities for
treatment sessions. Some examples with potentid for jail settings follow:

1. TRIAD : The Triad Women's Groups, funded through the SAMHSA Women, Co-Occurring
Disorders and Violence Study, include 16 sessions but are designed to be beneficia ingroups of
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four sessions each, and the treatment manual is set up for thisflexibility. Triad Women’s Groups are
designed specifically to address issues of co-occurring disorders, trauma, and gender. A female jail
detainee could potentially begin or compl ete one of the 4-week sessions and be engaged with the
other 4-week TRIAD sessions upon release to the community.

2. TREM: Maxine Harris, aa Community Connections, DC, has developed acurriculum for 21 to
30 weekly group sessions in acommunity-based setting for working on traumaissues with women
who aso have mentd heath and substance abuse issues. However, the model requires at least 7
months, and aparticipant must take a minimum of 26 sessionsto meet the criteriafor completion.
This model may only be applicable to women serving jail sentences between 6 months and 1 year
unless services are provided through acommunity provider able to continue the program upon
release of the detainee to the community.

TRAUMA-SPECIFIC SERVICES FOR WOMEN IN THE CRIMINAL JUSTICE
SYSTEM
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APPENDIX G:

GUIDELINES FOR CONSUMER AND FAMILY PARTICIPATION
SAMHSA is committed to fostering consumer and family involvement in substance abuse and mental
health policy and program development across the country. A key component of that commitment is
involvement of consumers and family members in the design, development, and implementation of
projects funded through SAMHSA's grants and cooperative agreements. The following guidelines
are intended to promote consumer and family participation in SAMHSA grant and cooperative
agreement programs.

In general, applicant organizations should have experience or adocumented history of positive
programmatic involvement of recipients of menta health services and their family members. This
involvement should be meaningful and span all aspects of the organization's activities as described
bel ow:

* Program Mission - The organi zation's mission should refl ect the value of i nvolving consumers and
family members in order to improve outcomes.

* Program Planning - Consumers and family members should be involved in substantial numbersin
the conceptualization of initiatives, including identification of community needs, goa s and objectives;
identification of innovative approaches to address those needs; and devel opment of budgets to be
submitted with applications. Approaches should incorporate peer support methods.

* Training and Staffing — Organization staff should have substantive training in, and be familiar with,
consumer and family-related issues. Attention should be placed on staffing the initiative with people
who are themselves consumers or family members. Such staff should be paid commensurate with
their work and in parity with other staff.

* Informed Consent - Recipients of project services should be fully informed of the benefits and risks
of services and make avoluntary decision, without threats or coercion, to receive or reject services

at any time. SAMHSA confidentiadity and participant protection requirements are detailed in
SAMHSA GFAs. These requirements must be addressed in SAMHSA funding applications and
adhered to by SAMHSA awardees.

* Rights Protection - Consumers and family members must be fully informed of all of their rights,
including those designated by the President’'s Advisory Commission's Heathcare Consumer Bill of
Rights and Responsibilities: information disclosure, choice of providers and plans, access to
emergency services, participation in treatment decisions, respect and nondiscri mination,
confidentidity of healthcare information, complaints and appeal s, and consumer responsibilities.
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* Program Administration, Governance, and Policy Determination — Efforts should be made to hire
consumers and family members in key management roles to provide project oversight and guidance.
Consumers and family members should sit on all Boards of Directors, Steering Committees, and
advisory bodies in meaningful numbers. Such members should be fully trained and compensated for
their activities.

* Program Evaluation - Consumers and family members should be integrally involved in designing
and carrying out al research and program evaluation activities. These activities include determining
research questions, adapti ng/selecti ng data coll ection instruments and methodologies, conducting
surveys, analyzing data, and writing/submitting journa articles.
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APPENDIX H
Cultural Competence Resources

Center for Mentd Hedth Services, Substance Abuse and Menta Hedth Services Administration, U.S.
Department of Hedth and Human Services. 2000. Cultural Competence Standards in Managed
Mental Health Care Services: Four Underserved/Underrepresented Racial/Ethnic Groups

(document no. SMA 00-3457). Available through the Center for Mental Health Services Knowledge
Exchange Network, 1-800-789-2497 or www .mentalhealth.org.

Dais, T. 1993. An analysis of transition assessment practices. Do they recognize cultural diff erences?
In Dais, T., Meier-Knonick N., Luft, P., and Rusch, F.R. (Eds.) Selected Readings in Transition:
Cultural Differences, Chronic Illness, and Job Matching. Transition Research Institute at lllinois,
University of lllinois at Urbana-Champaign.

U.S. Department of Hedth and Human Services. 2001. Mental Health: Culture, Race, and
Ethnicity--A Supplement to Mental Health: A Report of the Surgeon General. Available through
the Center for Mental Health Services Knowledge Exchange Network, 1-800-789-2497 or
www.mentalhealth.org.

Bazron, B.J., Dennis, K.W., and Isaacs, M.R. (1989, March). Toward a culturally competent system
of care: A monograph on effective services for minority children who are severely emotionally
disturbed. Georgetown University Child Development Center.

Research Foundation for Mental Hygiene, Inc. (1998). Cultural Competence Performance
Measures. NY State Office of Mental Hedth.

63



APPENDIX 1
RECENT DEVELOPMENTS IN JAIL DIVERSION PROGRAMS FOR ADULTS WITH
CO-OCCURRING MENTAL ILLNESS AND SUBSTANCE USE DISORDERS IN
CONTACT WITH THE CRIMINAL JUSTICE SYSTEM

*(This material was prepared under a SAMHS A collaborative grant that provides funding for “The National
GAINS Center for People with Co-occuring Disorders in the Justice System.”)

BACKGROUND

As correctiona populaions have burgeoned over the past decade and the number of personswith
mentad illness living a the fringe of their communities has risen, the absolute number of persons with
menta illness who come into contact with the criminal justice system has dso escadated. As
community-based mental health services have dwindled, emergency care, law enforcement
departments, and jails have increasingly become de facto providers to persons with acute

psychiatric and frequently co-occurring substance abuse disorders.

There are more Americansin jail s than ever before. As of midyear 2000, there were 621,149
peoplein 3,365 U.S. jails (Beck and Karberg, 2001). The latest avail able statistics indicate that
there were 11.4 million admissions to local jailsin 1999 (Stephan, 2001). Although there are
correspondingly more persons with mental illnessin U.S. jail s, there is a substantially higher
percentage of both male and femal e jail detai nees with severe mental disorders than in the general
population (GAINS, 2002). Many communities increasingly rely on jails as alternatives for
inadequate community-based menta health services (Teplin and Pruett, 1992; Torrey et d., 1992),
but most jails are not equipped to handle the influx of deta nees with menta health needs.

PREVALENCE

The most rigorous research estimating preval ence of menta illness and substance use disorders for
individual s admitted to urban jalsis datacollected from male and femal e jail detainees admitted to
the Cook County Department of Corrections (Chicago jail) (Teplin, 1990a, 1994: Teplin, Abram
and McClelland, 1996.) Two-week prevalence datarevealed that the rate of current severe mental
disorder was 6.4% for male detainees entering jail (Teplin, 1990) and 12.2% for femal e detai nees
(GAINS, 2002).

Extrapolating to the United States, anong the 11.4 million annual admissionsto jail there are
802,000 with severe mental disorders. Moreover, among these 11.4 million admissions, al cohol and
drug abuse co-morbidities are exceedingly high. Abram and Teplin (1991, Abram et a., 2001)
found, among their sample of male detainees with severe menta disorders, 72% also met criteriafor
co-occurring disorders of acohol or drug abuse.

The trends and needs are even more evident for women and for individuals of color. In 2-week
prevalence data, 12.2% of women detai nees—almost twice the rate for men—had a severe mental
illness at jail entry (GAINS, 2002) and 53.3% of women had a substance use disorder compared
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with 29.1% of men (Teplin, 1994; Abram et al., 2001). Minorities are disproportionately
represented in the correctional population. Even though African Americans make up only 13% of the
nation’s popul ation, they constitute 49% of the incarcerated population (Bureau of Justice Statistics,
1999b). The overrepresentation of minorities is further seen in the number of inmates per 100,000
of each group. Of the 621,149 persons detained in local jails at mid-year 2000, white non-
Hispanics made up 260,500 (41.9%) of total detainees; black non-Hispanics, 256,300 (41.3%);
Hispanics, 91,400 (15.1%); and American Indians, AlaskaNatives, Asians, and Pacific Islanders
together made up 10,200 (1.6%) of tota detainees. Dataaso show that Hispanics are the fastest
growing minority group inthe criminad justice system.

WHAT IS JAIL DIVERSION?

Diversion programs are considered to be one of the primary responses needed to deal with persons
with mental illness who are at risk for arrest and incarceration. It is commonly believed that law
enforcement and jails, working together with other community mental health programs, substance
abuse providers, the judiciary, and other community resources, can successfully divert offenders
who have committed misdemeanors.

There is no definitive model for organizing acriminal justice diversion program for persons with co-
occurring disorders. When adiversion program is developed, different strategies are needed
because local criminal justice systems vary so much in size, structura characteristics, levels of
perceived need, resources avail able within the communities’ menta health and substance abuse
services network, and local politics and economics. Diversion aternatives to the crimind justice
system, whether prebook or postbook, target interventions for the individua at four important choice
points: (1) first police contact; (2) at arraignment; (3) after booking, but prior to trial; and (4) at the
time of sentencing.

The term ‘jail diversion” refers to specific programs whose goal is to avoid or dramatically reduce
the length of incarcerationin local jals and lockups of persons with serious mental illness, usualy
with co-occurring substance use disorders, who come in contact with the justice system. Key
program activities involve: (1) defining atarget group for diversion, (2) identifying them as early as
possible in their processing by the justice system, (3) negotiating community-based treatment
alternatives to incarceration, and (4) i mplementing linkages to comprehensi ve systems of care and
appropriate community supervision consistent with the disposition of the crimind justice contact.
(Steadman et al., 1995; Steadman et a., 2001)

WHEN TO DIVERT?
There are two general categories of jail diversion programs defined by the point in crimina justice
processing where diversion occurs (Steadman et d., 1995):

Prebooking: Individuals with co-occurring disorders may be identified for diversion from the
criminal justice system at any point, such as prebooking interventions by police tha occur before
formal charges are brought. Prebooking diversion occurs at the points of contact with law
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enforcement officers and relies heavily on effective interactions between police and community
menta health services.

Postbooking: Postbooking is the most prevaent type of jail diversion program inthe United States.
These programs exist in arraignment courts, specialty mental health courts, and jails to screen
individuals who are potentially eligible for diversion for the presence of mental illness. Once a
person’s eligibility for diversionis evaluated, diversion program staff negotiate with prosecutors,
defense attorneys, community-based menta health and substance abuse providers and the courts to
develop and implement a plan that will produce a disposition outside the jail in lieu of prosecution or
as aconditiona of areduction of charges (whether or not aformal conviction occurs).

It is important to distinguish jail diversion from discharge planning. Itis clear that only aminority of
U.S. jail s have any systematic discharge planning for persons with serious mental illness and co-
occurring substance use disorders (Steadman et al., 1989). Those that do are not considered to be
performing diversion under this program because discharge planning activities should be part of the
usua criminal justice processing and occur only when the detainee would ordinarily be leaving the jail
as his/her case is being handled by the crimind court. By contrast, jal diversion is aspecial, targeted
program to short-circuit the usual criminal court processing to the benefit of the detainee, the
correctional staff, and the community.

DIVERSION GOALS

The goals of various types of diversion are as follows: (1) police-based to accomplish diversion
before the individual is actudly booked into jail and involved in the criminal justice system; (2) court
or postbooking diversion to reduce the time spent injail. In the case of postbooking diversion, time
injal may be reduced through pretrid release or through sentencing aternatives. Court-based
diversion uses sentencing alternatives and sanctions to structure the course of treatment within or
outside of incarceration.

WHY DIVERT?

Persons with mental illnesses who come into contact with the criminal justice system are a
particularly vulnerable group. Combined with the stress and stigma associated with their mental
disabilities, the burden associated with their arrest and charges can exacerbate the isolation and
distrust that are often associated with mental illness. Persons with alcohol or other drug dependence
often come into contact with the crimina justice system specificaly because of their disorders. In
additi on, decreasing community resources, particularly the lack of available or accessible emergency
mental heath services, have increased the likelihood that persons with mental illnesses will come into
contact with police and be arrested (CMHS, 1995). However, athough substance abuse services

are typically more accessible and available to offenders than mentd health services, the problems
associated with integration of services, community supports, and follow-up services are similar.

Despite the huge needs and the many barriers to meeting them, it has been amply demonstrated in
the CM HS report to the U.S. Congress, “Double Jeopardy: Persons With Mental Illnesses in the
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Criminal Justice System,” that comprehensive and integrated services for persons with mental
illnesses and substance abuse disorders who come into contact with the criminal justi ce system can
be developed to address their specia problems. Many of the needed services require rethinking of
how we have been addressing these problems and redirecti ng existing resources, rather than
requiring new funding. Other reports have identified effective treatment programs specifically for
individuals with co-occurring disorders in contact with the justice system. In particular, Peters and
Hills work on “Intervention Strategies for Offenders with Co-Occurring Disorders: What Works?’
(1997), and Hills's report on “Creating Effective Treatment Programs for Persons with Co-
Occurring Disorders in the Justice System” (2000), provide principles, strategies and models of
intervention for addressing co-occurring disorders for individuds involved in the justice system.

WHO BENEFITS?

Approximately 800,000 inmates with serious mentd illnesses are admitted to U.S. jails each year.
Some individuals with mental ilInesses must be held in the jail because of the seriousness of the
offense they commit, and should receive menta heath treatment in the jail. However, individua s with
mental illnesses, many who have been arrested for | ess serious or nonviolent crimes, can often be
diverted from jail to community-based mental health programs, generaly with better long-term
prognoses and reduced recidivism.

Thirty-four percent of jailsindicated they had some type of formal diversion program for mentally ill
detainees (Steadman, 1994). However, in afollow-up survey only 18% (approximately 50 jails
naionwide) had programs that would fit the definition of ajail diversion program.

The benefits of jail diversion include:

» Reduction of incarceration for persons with mental illness, or co-occurring mental health and
substance abuse disorders, charged with low-level offenses.

» Enhancement of public safety by “freeing up” jail bedsfor more violent offenders or those
ineligible for diversion.

» Reduction of recidivism of personswith mental illness, or co-occurring mental health and
substance abuse disorders, through access and linkage to appropriate treatment.

» Provision of humane and confidential care for persons with serious mental illnesses, or co-
occurring menta health and substance abuse disorders, who are involved in the justice system.

» Provision of more sentencing options to judges handling cases of personswith mental ilIness, or
co-occurring mental health and substance abuse disorders, including alternatives to incarceration.

» Increased cost-eff ectiveness of courts, corrections, mental heath, and substance abuse agencies
through linkage of diverted persons with mental illness, or co-occurring mental health and
substance abuse disorders, to appropriate integrated services.

ONE CORE PRINCIPLE, SIX KEY ELEMENTS

The fundamenta principle on which al jail diversion programs must be based is treatment inthe | east
restrictive alternative. SAMHSA is committed to supporting programs that combine an expansion of
choices for persons with serious mental illness with careful attention to the rights of every community
member to safety. Accordingly, al programs that would be funded under these SAMHSA
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authorities must emphasize community-based treatment services that maximize individual choice and
minimize legal constraints (civil or crimind). This principle recognizes that as alternatives to
incarceration, the least restrictive alternative may include varying intensities of community supervision
under the auspices of court supervision, community corrections, or civil mental health statutes.

Where such mechanisms are used, it is expected that clear, informed, voluntary options will be

offered to persons deemed competent to make these choices before entering the diversion program.

For the development and operation of any successful diversion program, there are six key elements:

(1) Interagency collaboration: Service integration at the community level, including involvement of
socia services, housing, menta heath, heath, loca corrections (institutional and community), justice,
and substance abuse agencies.

(2) Active involvement: Regular meetings for service coordination and information sharing and the
establishment of written Memoranda of Understanding (M OUS).

(3) “Boundary-spanner”: Staff who bridge the menta health, criminal justice, and substance abuse
systems and manage cross-system staff interactions.

(4) Leadership: A strong leader to network and coordinéte.

(5) Ealy identification: Detanees should be screened, a the earliest point possible, for menta health
treatment needs and to determine whether they meet the criteriafor diversion.

(6) Cross-trained case managers: Case managers should have adequate knowledge and experience
with menta health and criminal justice systems.

EXAMPLES OF PROMISING JAIL DIVERSION PROGRAMS
(1) Akron, Ohio Crisis Intervention Team — Police-Based Prebooking Diversion

In May 2000, the Akron Police Department, in collaboration with the Summit County Alcohol, Drug
Addiction and Mental Health Services Board and the National Alliance for the Mentaly Il — Summit
County, inaugurated the Crisis Intervention Team. A Crisis Intervention Team is apartnership
between law enforcement and community mental health services to enable police officers to de-

esca ate mentd heath crises in the community and provide alink to community-based mental heath
services while avoiding the criminalization of the mentally ill. Akron’s program is based on the
innovative model developed by the Memphis, TN, Police Department. The Crisis Intervention

Team program consi sts of specially trained police officers and emergency medical services personnel
from Akron and surrounding communities. Officers inthe Crisis Intervention Team are trained in the
de-escaation of mentd hedth crisesin the community. The mgority of these encountersresult in
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referrals to a psychiaric emergency facility or hospitas, with only 6% of encounters resultingin
arrest. Assistance in the development of Crisis Intervention Teams is possibl e through the
Coordinating Center for Excellence in Jail Diversion and the Akron Police Department Training
Bureau. For more information, contact (330) 375-2276.

(2) M ontgomery County, Pennsylvania - Pre and Postbooking Diversion

Montgomery County Emergency Services off ers both prebooking diversion and postbooking
diversion, with avariety of dispositions that range from charges being dropped to returning the client
to court to responding to the charges filed. The diversion program is supported through police
training, a24-hour crisis response team, inpatient treatment, case managers, and an outreach team.
County Administrators and aloca Task Force are also involved in diversion activities, both of which
work closely with the Emergency Services to maximize multidisciplinary involvement inthe diversion
program. Montgomery County also has specialized probation caseloads. For more information,
contact: (215) 349-8750.

(3) Lane County, Oregon - Postbooking Diversion

All inmates booked into Lane County Jail are screened for mental health and substance abuse
problems. Persons identified are further assessed by the jail-based menta hedth staff and, in
collaboration with the District Attorney and Public Defender’s office, adiversion agreement is
presented to the Drug Court. Participants are given 1 year to compl ete an integrated treatment
programthat is generaly delivered in an outpatient setting. Persons requiring further stabilization can
be hospitalized at the Lane County Psychiaric Hospitd adjacent to the jail. A strong collaboration
exists among law enforcement, corrections, the courts, the public menta heath clinic, the psychiatric
hospital and many private nonprofit agencies in order to maximize wraparound services. For more
information, contact (541) 682-2121.

(4) ArizonaDepartment of Mentd Health Jail Diversion Programs — Postbooking Diversion

Postbooking jall diversion programs are operaed by the Regiona Behavioral Hedth Authorities of
Pimaand Maricopa Counties, which include the cities of Tucson and Phoenix, respectively. These
postbooking diversion programs consist of athree-tier structure of diversion through a conditional
release, deferred prosecution, or summary probation. Program clients diverted through conditi onal
release receive treatment through amenta health case manager administered through managed care,
clients whose prosecution is deferred have their charges dropped pending successful compl etion of
their treatment plans, and clients diverted through summary probation are convicted with probation
and atreatment plan as opposed to incarcerationinjail. For more information, contact (602) 381-
8999.

(5) TulsaCounty, Oklahoma Parkside Jail Diversion Program — Postbooking Diversion
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The Parkside Jail Diversion Program is a postbooking program for nonviolent seriously mentdly ill
offendersinthe David L. Moss Criminal Justice Center. The program was inaugurated in January
2000 and served 300 clientsinitsfirst year of operation. Most clients spent 1 to 2 daysinthejail
prior to being diverted, and mental health treatment services began prior to aclient’s court date.
Approximately half of the personsreferred to the program had been arrested at least twice in the
previous 12 months, and approximately two-thirds of clientsinthe program had been in contact with
the mentd health system at the time of arrest. For more information, contact (918) 588-8839.

(6) Stae of Maryland “Phoenix Project” - Postbooking Diversion for Women and Children

The “Phoenix Project” springs from ahighly successful postbooking program that focuses on dually
diagnosed women and their children. Femal e consumers are diverted, prearrest, by police and the
Mobile Mental Health Crisis Team, giving the women the option to access secure crisis housing and
transitional housing that can accommodate them and their children. This program includes aformal
interagency agreement linking local service organizations, regular interagency meetings, formal
training for police, aMobile Crisis Unit with a24-hour response capecity, an integrated intensive
menta illness/substance abuse disorder outpatient treatment program, case management services
witha?20:1 client to staff case load, and transitiona housing. For more information, contact (410)
724-3238.

(7) Connecticut Department of Mentd Health and Addiction Services’ Criminal Justice Diversion
Program — Postbooking Diversion

The Crimina Justice Diversion Program, which has been operating since 1995, employs a
postbooking diversion model for nonviolent misdemeanor and lower-l evel felony offenders. The
program aso provides jail-based treatment for mentally ill offenders who are not eligible for
diversion. Diversion teams operate out of six menta health centersinthe State, covering nine courts,
and consist of several clinicians who develop treatment plans for off enders eligible for diversion.
These individualized treatment plans are then presented to the judge at arraignment, with possible
outcomes being diversion to community-based services, diversion to hospitalization, or incarceration.
Potentia candidates for diversion are identified each day through the arraignment lists, which are
cross-referenced with the state’s mental health client information system, and through
recommendations from court, law enforcement, or corrections staff. The diversion team provides
the court with information on whether or not the diversion client is attending treatment, but remains
separaed from the court system because the program is operated through local menta health

centers. For more information, contact (860) 418-6788.

(8) Project Link of Monroe County, New York — Postbooking Diversion

Project Link was developed by the Department of Psychiatry at the University of Rochester in 1995
to reduce the incarceration and hospitalization of severely mentally ill personsin Monroe County,
NY. Project Link provides a postbooking diversion program for persons with a severe mental
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illness and ahistory of involvement with the crimind justice system. Case managers work with court,
jail, and community corrections staff in developing dispositions for clientsinto Project Link andin
mai ntai ning treatment compliance. Treatment services provided through the program include case
managers avail able 24 hours aday, housing, a mobil e treatment team for highly impaired clients, and
atreatment residence. In an evaluation of the 46 clients admitted to the program over al-year
periodin 1997 and 1998, it was found that mean number of days spent in jail per month dropped

from 9.1 to 2.1 per client and the average monthly jail costs for the sample dropped from $30,908

to $7,235. For more information, contact (716) 275-0300 ext. 2237.
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